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The great majority of cholera patients 
are admitted in the collapse stage of the 
disease or very soon pass into it. This is 
obviously mainly due to the great loss of 
fluid from the body by the copious vomiting 
and watery stools, the latter often amount- 
ing to several pints at a time. As, however, 
Dr. George Johnson, in his advocacy of the 
evacuant treatment of cholera, as late as 
1866, denied that there is any relationship 
between the loss of fluid and the death-rate 
of the disease, I have investigated the blood 
changes from this point of view. The 
results were published in the Proceedings 
of the Royal Society early this year, so 
need only be summarized here. In a severe 
case of cholera the great concentration of 
the blood is at once apparent on opening a 
vein, while a blood count shows seven to 
eight million red corpuscles per cubic milli- 
meter. The specific gravity is raised from 
1056 to 1065 to 1075. In order to obtain 
a more accurate measure of the loss of 
fluid from the blood I have rapidly defib- 
rinated it or mixed it with a known quan- 
tity of citrate of soda solution, and centri- 
fuged in the hemocrit, the respective vol- 
umes of corpuscles and serum being thus at 
once obtained. The normal volume of cor- 
puscles in the natives of India, on whom 
nearly all my observations have been made, 
is 45 per cent, but in cholera collapse they 
usually form from 60 to 70 per cent, or 
rarely 80 per cent. As the red corpuscles 
are not lost to the system the amount of 


reduction of the serum can be calculated 
from these data, and the relationship of the 
degree of loss to the death-rate ascertained. 
The results of this investigation showed 
that in the most severe type, proving fatal 
in spite of transfusion, the average loss of 
serum amounted to 64 per cent of the total ; 
in severe cases requiring transfusion, but 
with ultimate recovery, it averaged 52 per 
cent ; while in the mild type, in which trans- 
fusion was not necessary, the loss was only 
35 per cent of the whole. There is thus a 
very definite relationship between the loss 
of fluid from the blood and the severity of 
the disease, which in cases that are at all 
severe is so great as to clearly indicate a 
line of treatment directed toward its re- 
placement in order to lessen the concentra- 
tion of the blood and to restore the failing 
circulation. 


THE BLOOD-PRESSURE AS A GUIDE TO TRANS- 
FUSION IN CHOLERA. 


A yet more valuable guide in the treat- 
ment of the collapse stage is the blood- 
pressure, which has the additional advan- 
The 
normal figure for natives of India is some- 
what lower than for Europeans, namely, 
from 100 to 110 mm. As a result of two 
years’ experience I look upon a pressure of 


tage of being more readily available. 


not over 70 in men, or a little lower in 
women, as an indication for intravenous 
injections of saline solutions as opposed to 
less rapid methods of replacing the lost fluid. 
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The presence of marked restlessness or 
cramps is also an indication for this mea- 
sure, especially if accompanied by cyanosis 
in the collapse stage. Moreover, the blood- 
pressure is a most valuable guide to the 
amount of fluid to be injected, a rise to over 
100 mm. being aimed at, although in some 
cases with marked vasomotor paralysis it is 
not possible to reach this point. The im- 
portance of watching the blood-pressure 
during transfusion is that the finger is 
often a very fallacious guide in these cases. 
After one or two pints the pulse may appear 
to be quite a good one, whereas the mano- 
meter shows the pressure to be not over 80 
mm., and if the injection is stopped at this 
point a rapid relapse is exceedingly prob- 
able. From a perusal of the writings of 
Wall and others I feel sure that one reason 
why the benefit derived from this measure 
was very evanescent was that too little fluid 
had been given to restore the normal blood- 
pressure. This view is borne out by a num- 
ber of observations I have made on the vol- 
umes of blood-corpuscles and serum before 
and after transfusions with given quantities 
of salt solutions. These have shown that 
in severe collapse not less than four pints 
in adult males, and somewhat less in fe- 
males, are required to dilute the blood down 
to or, better, a little below the normal, to 
allow for some subsequent loss, while I 
have met with cases in which even this 
amount left the blood more concentrated 
than normal. The specific gravity of the 
blood is a useful control as to the degree of 
dilution obtained, reduction to a point sev- 
eral degrees below the normal being advis- 
able and safe. 


METHODS OF REPLACING THE LOSS OF FLUIDS 
IN CHOLERA. 


There are a variety of ways of introduc- 
ing fluid into the system, the choice of one 
or more of which will depend on the sever- 
ity of the case. Water or normal saline may 
always be freely given by the mouth, and 
although it is frequently vomited some 
toxin is probably evacuated with it. 

Rectal Injections—Of much greater 
practical importance is the use of saline 
enemata, for the large bowel has not lost 
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its power of absorption, and will frequently 
retain a pint of fluid long enough for most 
of it to enter the system. When there is a 
fair pulse, a pint of saline by the rectum 
every two hours will often suffice to tide the 
patient over the danger of collapse. If, 
however, the blood-pressure is very low this 
fluid is not absorbed quickly enough to save 
the patient, and more vigorous measures are 
necessary. In border-land cases with a still 
clearly perceptible pulse, but a blood-pres- 
sure nearly at the point at which I advise 
intravenous injections, namely 70 mm., I 
have recently used continuous rectal injec- 
tions at the rate of one ounce a minute 
(three pints an hour), with the desired re- 
sult of raising the pressure and avoiding the 
necessity for the much more troublesome 
intravenous administration. Where the pa- 
tient can be closely watched, everything be- 
ing kept in readiness for injection if fur- 
ther collapse ensues, this simple measure 
promises to be of considerable value. The 
rate of flow can be readily regulated by 
means of a wooden stop-cock in the tubing, 
the glass bulb containing the saline being 
marked with a diamond to show every two 
ounces of its capacity. The time it takes 
for two ounces to run in is noted, and the 
tap regulated until the required rate is at- 
tained. 

Subcutaneous Injection—The injection 
of from half to one pint of saline into the 
subcutaneous tissues of the chest, axilla, or 
thighs, has been largely used in India in the 
treatment of cholera. If there is a fair 
pulse the fluid is readily absorbed and will 
certainly save some cases, so subcutaneous 
injections may be recommended when the 
much more efficient intravenous method is 
not practicable. The great drawbacks are 
the difficulty of rapidly getting in sufficient 
fluid, and the frequeney with which the ex- 
tensive abscesses result, in spite of the ut- 
most care, on account of the low vitality of 
the tissues in cholera. For these reasons I 
never use it in hospital practice where the 
intravenous injections are feasible. When 
subcutaneous injections have to be used the 
slow continued method of administration is 
most likely to be successful. 
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Intra-abdominal Injections—An_ easier 
and more rapid way of introducing large 
quantities of salines into the system is by 
intraperitoneal injections by means of a 
cannula I have devised for the purpose. 
When the circumstances or number of cases 
prevent the use of intravenous injections it 
promises to be a valuable substitute. 

Intravenous Injections; The Comparative 
Failure of Normal Saline Solutions.—In all 
really severe cases of cholera collapse, with 
little or no pulse at the wrist, the intrave- 
nous injections can alone be relied on to 
snatch the patient from a rapid death. 
Hitherto normal saline solution, one drachm 
of sodium chloride to a pint of water, or 
0.65 per cent solution, has almost invariably 
been used for this purpose. The marvelous 
immediate effect in reviving the patient is 
universally acknowledged, but unfortu- 
nately it is equally well known, ever since 
the method was first introduced by Drs. 
Latta and Mackintosh of Edinburgh in the 
English epidemic of 1831-32, that in a con- 
siderable majority of cases the benefit is 
only temporary, and even repeated injec- 
tions usually fail to save the patients. The 
introducers of the method had a mortality 
of 84 per cent in 166 cases, while Wall, who 
in his book published in 1893 enthusias- 
tically advocates the repeated use of the 
measure, had a mortality of a little over 70 
per cent in 193 cases, in spite of the advan- 
tages of the aseptic system. Goodeve states 
that the recoveries were not more numerous 
after transfusion than without it, and re- 
marks that failure to find any means of 
keeping the fluid in the vessels caused the 
plan to just miss being “a great and glori- 
ous discovery.” In 1906, with the assist- 
ance of Captain J. W. D. Megaw, I. M. S., 
I tried large intravenous injections of nor- 
mal saline, controlled by the blood-pressure, 
in the belief that sufficient quantities had 
not been formerly used. The results, how- 
ever, were very disappointing, the diarrhea 
usually being rapidly restarted, collapse 
often returning within about three hours. 
A few lives appeared to be saved, but no 
very material effect was produced on the 
year’s death-rate from the disease. 


THE INDICATIONS FOR THE USE OF HYPER- 
TONIC SALINES IN CHOLERA. 


On further consideration it seemed prob- 
able that with the concentration of the blood 
in cholera the percentage of salts in the 
blood became raised, and that this was a 
conservative process tending to check the 
further loss of fluid by causing it to run 
into rather than out of the blood, and so 
check the diarrhea. By diluting the salts in 
the blood once more by injecting normal 
saline solution the outflow of fluid from the 
blood would be restarted. If this were the 
case the indication would be to inject hyper- 
tonic solutions, so as to replace the lost 
fluid and at the same time maintain the pro- 
tective high percentage of salts. In 1908 I 
had an opportunity, in conjunction with 
Captain Maxwell Mackenzie, I. M. S., to 
test this measure, with the result of an 
immediate reduction of the mortality of 
cholera at the Calcutta Medical College 
Hospital by nearly one-half. At the same 
time I made a series of estimations of the 
chlorides in the blood, both before and after 
the hypertonic injections, with most instruc- 
tive results. Thus, I found that in the most 
severe cases of cholera the chlorides are not 
only not increased in amount, but may be 
actually reduced below the normal. In Ben- 
galis the salts in the blood are higher than 
in Europeans, Captain McCay, I. M. S., 
having found them to be about 1 per cent, 
and the chlorides 0.8 per cent or over. In 
many bad cholera cases the chlorides fre- 
quently are only between 0.6 and 0.7 per 
cent, while in some such cases the blood 
was either absolutely incoagulable or the 
serum after clotting showed actual hemo- 
lysis. 

Immediately after hypertonic injections 
neither of these changed conditions re- 
mained, while if the chlorides were raised 
to 1 per cent or over collapse rarely re- 
curred ; but if they were still only 0.8 to 0.9 
per cent after the injections relapses often 
occurred. In milder cases, on the other 
hand, the chlorides may ke normal or slight- 
ly increased, from 0.8 to 1 per cent having 
been frequently found. There is thus a 
relationship between the loss of chlorides 
from the blood and the death-rate, and a 
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strong scientific basis for the use of hyper- 
tonic saline injections in cholera is estab- 
lished by these observations. As pointed 
out by Edmund Parkes as long ago as 1849, 
cholera rice-water stools contain from 0.5 
to 1 per cent of chlorides, an observation 
which I have repeatedly confirmed. Thus 
the salts are also lost from the blood and 
require to be replaced as well as the fluids. 

Strength of Salt Solution Used.—During 
1908 I used a solution containing 120 grains 
of sodium chloride to a pint of water, or 
1.35 per cent, having a specific gravity of 
1006 at 70° F. During the first half of 
1909 I increased it to 150 grains of sodium 
chloride and 3 grains of calcium chloride to 
one pint, with no change in the death-rate. 
In view of the fact that I am now using 
still larger quantities injected more slowly, 
as described further on, I now prefer the 
former strength of two drachms to the pint, 
with 3 grains of calcium chloride per pint 
in the first three or four pints only, on ac- 
count of the low coagulability of the blood 
in severe cholera. In view of the favorable 
results obtained with these solutions I have 
not attempted to complicate matters by the 
addition of other salts normally present in 
the blood. The same strength is used for 
rectal injections during the collapse stage, 
but normal saline is preferable in the later 
stages after reaction, when its use is contin- 
ued until the kidneys act freely. When 
salines are given subcutaneously or intra- 
peritoneally the hypertonic solution is used 
and is readily absorbed. 


RESULTS OBTAINED WITH HYPERTONIC 
SALINE INJECTIONS IN CHOLERA. 


Calcutta is an ideal place for studying 
cholera, as a month never passes without 
the occurrence of cases, although they are 
much more numerous in the first half of the 
year, and the mortality is somewhat higher 
during the first quarter. Records of the 
mortality are available for a number of 
years, that of 417 cases in the six years 
from 1902-1905, before transfusions were 
commonly carried out, having been 61.2 per 
cent, the figure not varying widely in dif- 
ferent years. The hypertonic solutions 
were commenced in the middle of January, 
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1908, and during the year 176 cases were 
treated with a mortality of only 33.5 per 
cent, including moribund and complicated 
cases. 

Season of 1909.—As the great majority 
of the cholera cases in Calcutta occur dur- 
ing the first half of the year the results 
from January to early in August (the time 
of writing) comprise the whole of the reg- 
ular cholera season and may be recorded 
here, as they have not yet been published. 
Omitting seven cases which occurred dur- 
ing my absence from Calcutta, and were not 
fully treated by my method, there have been 
102 cases with a mortality of 34.3 per cent, 
a figure almost identical with that of the 
previous year. Combining the two years 
we have a death-rate among 278 cases of 
33.8 per cent, or but little more than one- 
half of the rate when transfusion was very 
rarely used at the Medical College Hospital. 
Again, during 1908, 110 cases were actually 
treated by intravenous hypertonic trans- 
fusions with a death-rate of only 41.8 per 
cent, against 84 per cent in Latta and Mack- 
intosh’s series and over %0 per cent in 
Wall’s cases—very strong evidence as to the 
advantages of the hypertonic solutions over 
the normal saline which they used, and 
greatly to the credit of Captain Mackelvie, 
who carried out the injections during that 
year. 

Causes of Death in the 1909 Series —The 
stage and mode of death in the fatal cases 
is shown in the following table. The figures 
are worthy of study as indicating the lines 
of further possible advance in reducing the 
mortality of the disease: 


TABLE OF CAUSES OF DEATH IN 102 CASES OF CHOLERA. 
Percentage of 


Deaths. total cases. 
CRORE sknccnciwvscndseeeumeemwenas 14 13.7 
Reaction stage, including hyperpyrexia 9 8.8 
EE. SORE io occ.vcncsdseseeseceseens 7 6.9 
Pneumonia and bronchitis............ 5 4.9 


Collapse.—The fact that only 14 per cent 
of the total cases treated, including one 
dying a few minutes after admission, were 
lost in the collapse stage affords very clear 
evidence of the great value of the hypertonic 
transfusions. At the same time it shows 
that a few very severe cases will be lost 
from collapse in spite of it, although among 














the last 58 cases treated in my ward, under 
new arrangements permitting of an assist- 
ant surgeon being available for transfusing 
cholera patients both day and night, only 
10 per cent of deaths from collapse have 
occurred. ~-Nevertheless, fatal collapse may 
occur in very severe cases some hours after, 
as much as four pints having been injected 
into the veins, as in one patient who passed 
three pints of rice-water stool at once and 
died before transfusion could be repeated. 
The difficulty in dealing with such cases is 
that four pints run in fairly quickly, say 
in half an hour, but raise the blood-pres- 
sure to the normal limit and dilute the blood 
below the normal, so that larger quantities 
cannot well be given in this way. In order 
to get over this difficulty I have had a stop- 
cock transfusion cannula made by Down 
Bros. of London, by means of which, after 
running in three or four pints rapidly, the 
current can be slowed to any desired extent 
(as described above), and slow injection 
can be continued for some hours, as it will 
pass into the tissues without further dilut- 
ing the blood or raising the pressure to a 
dangerous extent. Further experience is 
required to allow of the exact value of this 
method being gauged, but so far it promises 
well. 

Stage of Reaction.—Nearly all the older 
writers describe the period of reaction, with 
recovery of the pulse after the collapse stage 
is Over, as a very dangerous time in cholera. 
During the present year 9 per cent of the 
total cases died in this stage, or not very 
much less than in the collapse period. The 
main feature of such cases is usually a 
marked rise of temperature, which either 
continues high, a typhoid-like state ensuing, 
or in very severe cases hyperpyrexia has 
been considerably lowered, with an early 
fatal result. These conditions appear to be 
due to absorption of toxins from the intes- 
tinal canal following the restoration of the 
blood-pressure, and are extremely difficult 
to combat. During the present year hyper- 
pyrexial cases have been unusually preva- 
lent and fatal both in the Medical College 
and the European Hospital, thus consti- 
tuting a special and very severe type of the 
disease, three out of the eight deaths in the 
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reaction stage having been due to this condi- 
tion, which may come on shortly after 
transfusion, or not until some hours later. 
The cold bath appears to be the only mea- 
sure likely to control the temperature, but 
heart failure may ensue, and this of itself 
is an occasional cause of death in feeble 
subjects during reaction without any marked 
rise in temperature. I should mention that 
a slight rigor, with a temporary rise of 
temperature up to 103° F., is very common 
after transfusion, but is not an unfavorable 
symptom, being usually accompanied by a 
good blood-pressure. An increase in the 
respiratory rate is commonly a sign of a 
severe reaction, and an indication for am- 
monia stimulants, such as ammonium car- 
bonate and sal volatile, while if cyanosis 
ensues oxygen inhalations appear to be in- 
dicated. Alcohol should be avoided as far 
as possible as it tends to increase the vaso- 
motor paralysis. 

Lung Complications—Wall records that 
pneumonia and other lung complications are 
more prevalent in temperate than in tropical 
climates after cholera. During this year 
they have been unusually frequent in Cal- 
cutta, 5 per cent of the deaths being due to 
them, including one case of acute bronchitis 
on the ninth day of convalescence. These 
complications proved fatal from the fourth 
to the ninth day after admission. They 
nearly all occurred in a badly ventilated 
basement, only one case having been seen 
since a new airy ward has been in use. 
Ammoniacal preparations have here also 
been of most use. 


DEFICIENT BLOOD-PRESSURE AS THE CAUSE 


OF POST-CHOLERAIC UREMIA. 


3y far the most important and fatal com- 
plication during the later stages of cholera 
has hitherto been the failure of the kidneys 
to resume their excretory functions after 
the long stasis of the renal circulation dur- 
ing the collapse stage. Little or no urine is 
excreted, and after a few days death ensues 
from a combination of uremia and retention 
of cholera toxins. 

In 1907, injections 
were rarely given, the death-rate in the 
uremic stage was 13.2 per cent of the ad- 


when intravenous 








766 


missions. The extended use of the hyper- 
tonic transfusions during 1908 might have 
been expected to increase this proportion 
by tiding so many severe cases over the 
collapse stage, to face the dangers of ure- 
mia; just as post-diphtheric paralysis is 
more frequent after the use of the serum 
treatment in cases which would otherwise 
have died at an earlier stage. The figure 
for the latter year, however, was almost the 
same, namely 12.8 per cent, and a consid- 
erable number of these deaths were in pa- 
tients admitted late after reaction, and who 
had not been transfused. This favorable 
result is doubtless due to the transfusions 
greatly lessening the duration of renal stasis 
during collapse and being often quickly fol- 
lowed by the free passage of urine. I fur- 
ther found, as already recorded elsewhere, 
that uremic symptoms only ensued when 
the blood-pressure remained for some days 
below 100 mm.; while by perfusing saline 
solutions through the renal circulation post 
mortem I discovered that a pressure of from 
90 to 100 millimeters of mercury was re- 
quired to get a good stream back through 
the renal veins of kidneys from patients 
dying of choleraic uremia, against one of 
20 to 30 mm. in the kidneys of ordinary dis- 
eases. It was thus shown that the suppres- 
sion of urine after cholera is really due to 
the failure of restoration of the circulation 
through the kidneys, which have become 
intensely congested and full of hemorrhages 
during the collapse stage. 

The obvious indication is to endeavor to 
force up the blood-pressure to well over 100 
mm., steps being taken as soon as reaction 
occurs, two or three days being then avail- 
able as a rule before very urgent symptoms 
will ensue. During the present year I have 
taken the blood-pressure daily in all cases 
with the mercury manometer (Riva-Rocci’s 
instrument), with the result of demonstrat- 
ing that every patient whose blood-pressure 
remained for several days below 100 mm. 
died with uremic symptoms, while only one 
case with a pressure of 105 mm. or over 
thus died, and in this instance early gran- 
ular change in the kidneys was found post 
mortem, 

The measures used to raise the blood- 
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pressure when deficient in the later stages 
were the following: In the first place half 
to one pint of normal saline solution is given 
per rectum every two to four hours, 5 min- 
ims of a 1-in-1000 solution of adrenalin 
chloride being added to each first ; secondly, 
dry cupping over the kidneys is carried out 
morning and evening to relieve congestion ; 
thirdly, digitalin grain 1/100 is given subcu- 
taneously twice a day, and if this fails 
strophanthin, up to 1/100 of a grain, is ad- 
ministered intravenously, and was apparent- 
ly successful in two cases. The result of 
this line of treatment has been to reduce the 
death-rate from uremic symptoms during 
the present year to 6.9 per cent, or barely 
half of that of the previous two years, and 
this serious complication is now much less 
dreaded than formerly. 

Opium or morphine after collapse has 
once set in predisposes to uremia later. I 
tried giving it to check the diarrhea after re- 
storing the blood-pressure by transfusion, 
but abandoned it, as uremia was distinctly 
more frequent after its use. 


THE LIMITATIONS OF THE VALUE OF HYPER- 
TONIC TRANSFUSION IN CHOLERA. 


The reduction in the death-rate from 
cholera by nearly one-half the former rate 
at the Calcutta Medical College Hospital 
during two consecutive years among nearly 
three hundred cases, affords strong evidence 
of the value of the hypertonic saline trans- 
fusions controlled by the blood-pressure rec- 
ords, based as the method is on the blood 
changes I have described. It must, however, 
be clearly borne in mind that after all only 
the symptoms and results of the disease are 
being combated, while the cause is not 
touched, so that it fails in exceptionally 
virulent infections with excessive produc- 
tion of toxins in the small bowel, as in 
the terrible hyperpyrexial form of the dis- 
ease. Moreover, cholera is usually of the 
sporadic form among natives in Calcutta, 
and consequently more amenable to treat- 
ment than sudden very virulent epidemic 
cases, in which equally good results are not 
to be expected, although the principles of 
treatment remain unchanged for them. 
Even here it is possible in the great ma- 




















jority of cases to prevent death in the col- 
lapse stage, and thus afford many hours’ 
time for the use of remedies directed to- 
ward the destruction of the infective agent 
and its toxins in the intestinal canal. It is 
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in this direction that further progress is 
now being sought for, and I am sanguine 
enough to believe that a still further reduc- 
tion of the mortality will before long be 
obtained on these lines. 





A METHOD OF CURING QUICKLY BEGINNING GONORRHEA BY SEALING 
ARGYROL IN THE URETHRA.! 


BY EDGAR G. BALLENGER, M.D., ATLANTA, GA. 


Among the various methods that have 
been suggested to abort gonorrhea in its 
early stages are urethral injections of a 
solution of silver nitrate; irrigations with 
a relatively weaker solution of silver ni- 
trate; applications of a stronger solution of 
silver nitrate through an endoscope; hold- 
ing strong solution of protargol for fifteen 
minutes in the urethra; injections of fifteen 
to twenty per cent solution of argyrol every 
two hours for three days; and a number of 
others more or less like those just men- 
tioned. 

Most of these produce active inflamma- 
tion, and if all of the organisms are not 
destroyed by the treatment, the urethritis is 
aggravated and its course is intensified. The 
success which occasionally followed the fre- 
quent injection of argyrol, when the inflam- 
mation produced by such frequent treat- 
ments did not necessitate their discontinu- 
ance before the disease was cured, led me to 
adopt the plan of sealing the medication 
within the urethra, where it might remain 
for a long time in contact with the mucous 
membrane. So successful was the method 
that I desire to embody in this paper a few 
of the facts that have been brought out by 
a rather extensive use of this procedure in 
gonorrhea during its beginning, acute, sub- 
acute, and chronic stages, and in urethritis 
caused by other pyogenic organisms. 

To abort the beginning disease one nat- 
urally must select patients in whom the 
gonococci have neither penetrated deeply 
into the mucous membrane nor have ex- 
tended into the deeper part of the canal; 
consequently time is a matter of vast im- 
portance, and here moments may be truly 





1Read before the Medical Association of Georgia, at 
Macon, April 21 to 23, 1909. 





said to be “golden.” Time alone, however, 
is not the only factor, as the inflammation 
may spread extensively before the discharge 
appears, or rather before the patient notices 
it. Patients have been cured quickly after 
the lapse of a week, during which time the 
inflammation was controlled by appropriate 
remedies, while others were unsuited to this 
treatment within a few hours or a day after 
the discharge was first observed, as was 
demonstrated by the presence of pus in the 
urine passed after irrigating the anterior 
urethra with warm sterile water. Thus it is 
shown that much care must be exercised in 
the selection of patients who are to receive 
the abortive treatment, if immediate results 
are to be expected. Naturally it would 
exceed the bounds of reason to expect pa- 
tients to respond when the gonococci have 
so extended that the medication cannot 
reach them. Even when conditions seem 
appropriate a few organisms may have ex- 
tended already into a follicle where they are 
protected from the germicidal action of the 
argyrol, and so failure may occasionally 
occur. 

Failure to abort the disease, however, 
does not mean total failure, for instead of 
making the subsequent course more severe, 
as do the stronger remedies, as nitrate of 
silver and protargol, it is made much milder 
—in fact, with small doses of gonococcic 
vaccine every other day, and a continuation 
of the “sealing in” treatment given daily, 
or irrigations of potassium permanganate, 
these patients make much more rapid prog- 
ress than the patients not so treated. A 
noted feature is the freedom from pain on 
urination and the almost uniform absence 
of chordee; no inflammation or irritation 
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is produced and stricture cannot be caused, 
as sometimes it is, from the unsuccessful or 
careless use of the stronger remedies. 

Five patients have not been cured as they 
should have been for the following reasons: 
Two were progressing entirely satisfactorily 
when I added a small amount of cocaine to 
the solution of argyrol being used at the 
same time on a third patient with a hyper- 
acute urethritis, my object being to lessen 
the pain of which the latter patient com- 
plained. This seemed to destroy all of the 
curative power of the argyrol and made it 
actually irritating. Two others who were 
being treated with antigonococcic serum 
sealed in the canal in connection with the 
argyrol were made warse by a particular 
lot of the serum, which, unlike the other I 
had used, seemed devoid of any bactericidal 
action. (A further report of this method 
will be made at some future time.) One 
because an irritating nucleinate of silver 
was used. Several other patients were not 
cured because the argyrol was not kept in 
the canal for a sufficient length of time, and 
the patients were so engaged that they could 
not return for the medicine to be again 
sealed in the canal; such patients cannot be 
properly classed with the failures as they 
did not receive the proper treatment. I can 
now seal it in the canal so that it cannot 
escape, and consequently such failures need 
not occur in the future. Thirty patients 
have been cured in-from three to seven 
days, none has had a relapse, and two 
patients tested their cure by getting drunk 
on the fifth day without the appearance of 
discharge or any other urethral symptom. 
Often, when taken early, the discharge will 
disappear after the first treatment and will 
not again appear, except a small amount 
after each sealing-in treatment. 

Acute anterior urethritis, beyond the 
abortive stage, has been at times distinctly 
benefited by this treatment, bringing the in- 
flammation more quickly under control than 
do other methods. More care, however, is 
required in such cases, and it is recom- 
mended that considerable experience be ac- 
quired in early and in chronic cases before 
this method be tried in acute ones. 

Simple chronic anterior urethritis, with- 
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out complications, often yields excellent re- 
sults. Chronic anterior urethritis, how- 
ever, without deeper infection, is compara- 
tively rare. In acute urethritis not caused 
by gonococci, but common pus germs, this 
method gave results much more satisfactory 
than it did in gonorrhea, many patients be- 
ing cured with from one to three treat- 
ments. Chronic infections of the urethra 
with organisms mildly pathogenic which 
produce a slight discharge, perhaps per- 
ceptible only in the mornings, and often 
very persistent, are at times quickly cured 
by sealing argyrol in the urethral canal. 
The infection in of the 
cases of both acute and chronic urethritis 
was, undoubtedly, not limited to the ante- 
rior urethra; I think that the success de- 
pended on the fact that a certain amount 
of the medicine spread to the deeper parts 
by capillarity or otherwise and thus reached 
all of the inflamed area. This, however, 
cannot be depended upon to take place, ex- 
cept occasionally. 

The treatment is very simple, and briefly 
is as follows: The glans penis and fore- 
skin are well washed with soap and water; 
the patient then reclines on an operating 
table or chair, and a clean towel is placed 
around the penis so as to protect the cloth- 
ing; a small piece of cotton saturated with 
a ten-per-cent solution of cocaine is then 
placed on the meatus so as to prevent the 
slight pain that would follow the applica- 
tion of collodion; then about twenty drops 
of a five- to eight-per-cent solution of 
argyrol is injected into the canal with a 
hypodermic syringe with a bulbous point. 
The thumb and finger holding the glans 
back of the meatus are tightened and the 
syringe removed. The parts are then dried, 
and a small amount of collodion is applied 
over the meatus as its sides are pressed 
together; this is held for about two min- 
utes until it has well dried. In order to 
facilitate the removal of the collodion when 
the patient desires to urinate a small piece 
of cotton is so held on the glans penis when 
applying the collodion that part of it will 
be covered with collodion and part of it 
left free to pull upon in removing the col- 
The argyrol should be retained 


some successful 


lodion. 
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until the patient wishes to urinate. In 
order that the full effects of the medicine 
may be obtained only a small amount of 
liquids should be ingested while the treat- 
ment is being carried out. 

If the meatus is of small size a piece of 
zinc oxide adhesive plaster one inch wide 
and one and one-fourth inches long may 
be stuck the the 


argyrol. The plaster may be easily removed 


over meatus to retain 


with benzine. Less experience is required, 
however, in using the collodion, and with 
it the canal may be sealed with more cer- 
tainty of success. Two treatments should 
be given daily for two or three days, and 
one treatment daily for one or more days 
according to the conditions. 

In the treatment of the conditions not 
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amenable to the abortive measures the 
argyrol should be sealed in the urethra once 
daily, with occasional irrigations and small 
doses of gonococcic vaccine every other 
day. 

The plaster is less likely to produce irri- 
tation of the meatus than is the collodion, 
and may be used in the cases which are not 
quickly cured, when it holds properly. 

To protect the clothing, in case the seal- 
ing should not hold properly, a small piece 
of cotton is bandaged around the penis. 

When the last treatment has been re- 
moved the patient is urged to drink copi- 
ously of lithia water so that the canal may 
be washed out and soothed for the next 
treatment. 


1013-14 CENTURY BUILDING. 





SKIN GRAFTING ON LARGE SURFACES. 


BY E. K. MACOMBER, B.S. 


During the last fifteen months it has 
fallen to my lot to attend two cases of ex- 
tensive’ burns involving from one-fourth 
to one-third of the body surface, which 
required a large amount of skin grafting. 

The ordinary methods of grafting having 
proved more or less unsatisfactory, new 
methods were tried. The one which has 
given perfect results with the last fifty 
grafts is that which I am about to describe. 
For it I do not claim originality except in 
a few particulars. 

Grafting should not be undertaken till 
the surface is thoroughly clean, is covered 
with healthy granulations, and the skin 
borders have begun to show new growth. 

During the sloughing period the moist 
bichloride pack is considered the best dress- 
ing. After the surface is clean normal salt 
solution has given the best results. 

When possible the grafts should be taken 
from the one to be grafted. The writer 
has done considerable grafting from other 
individuals with fairly good results, but the 
results have been obtained when the 
grafts were taken from the person grafted. 

The day before the grafting is to be done 
the surface should be thoroughly sponged 
with and dried with 


best 


boric acid solution 


, M.D., AMSTERDAM,N. Y. 


sterile gauze. The portion to be grafted 
should then be brushed over with a silver 


nitrate stick, then covered with several lay- 
ers of sterile gauze wrung out of normal 
salt solution. 

Dr. MacD. Stanton, of Schenectady, in 
his admirable article in the New York State 
Journal of Medicine for January, 1909, 
states that the surface should be 
covered with grafts. This is advisable 


whole 


when the size of the denuded area will per- 
mit, but when we have a surface involving 
nearly the whole of a thigh, or even one 
the size of a man’s hand, this is practically 
impossible, as the grafts will cover but little 
more than half the area after transplanta- 
tion that they did before. 

My previous method was to scatter the 
grafts over the whole surface in order to 
obtain islands of skin in the center to grow 
I have had grafts thus 
placed grow to four or five times their orig- 


toward the edges. 


inal size and then slough off, while those 
planted near the skin border would grow 
more rapidly, unite with the skin, and 
would not slough. In fact, the skin will 
throw out projections like pseudopodia to 
meet the grafts near it. This showe that 
grafts placed near the skin border receive 
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more nourishment, are sooner connected 
with the cutaneous circulation, and are 
more likely to live than those planted at a 
distance. 

My present method is to lay the grafts 
from half to three-quarters of an inch from 
the border and about the same distance 
apart. In a few weeks these grafts are all 
connected with the skin and with each 
other, and we are ready to graft again. 

The most convenient size for the grafts 
is one-fourth to half an inch wide and 
three-fourths to one inch long. Larger 
pieces are hard to manage, while very small 
ones are difficult to place and are more 
likely to be disturbed. 

One hour before grafting the patient, if 
an adult and in good condition, should re- 
ceive one full-strength hyoscine, morphine, 
and cactine tablet hypodermically. If in an 
hour he is sensitive to pain a half-strength 
or possibly another full-strength tablet may 
be given, or a few whiffs of chloroform 
may be administered as each graft is re- 
moved. By these means the operation can 
be made comparatively painless. 

The surface from which the grafts are 
to be taken should be shaved, scrubbed with 
soap and water, then alcohol or ether, then 
normal salt solution: It is then covered 
with a sterile towel or gauze while the sur- 
face to be grafted is being prepared. 

After removing the dressing which was 
applied the previous day, the denuded area 
is thoroughly sponged with normal salt so- 
lution, then wiped clean and dry with sterile 
gauze. A clean razor is first placed in car- 
bolic acid, then in alcohol, and finally rinsed 
in sterile salt solution. Each time before 
removing a graft the skin and the razor are 
moistened with salt solution. If this is 
done the patches will slide easily on the 
blade and will not stick when being slid 
into place. The skin should be held taut 
longitudinally and transversely in order 
that it may not roll under the razor and 
that the grafts may be cut with as smooth 
edges as possible. If the edges are jagged 
they are more apt to roll under and not 
grow. The cutting should be done with a 
to-and-fro or sawing motion, and the edge 
of the razor should always be visible 
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through the translucent epidermis. Thin 
grafts grow better, and the surface from 
which they are removed heals more readily. 
The graft is carried directly to the spot 
without immersing in salt solution. The 
edge of the razor is carefully pressed on 
the granulations, and with a probe or for- 
ceps the edge of the graft is held while the 
razor is slid out from under it. If the patch 
does not lie smoothly it should be straight- 
ened and pressed so that there are no wrin- 
kles nor air bubbles. 

After the grafts are all placed the entire 
field is covered with one layer of sterile 
gauze, care being taken to have it lie 
This layer is 
Over 


smoothly with no wrinkles. 
not to be removed for one week. 
this is placed a heavy pad of gauze con- 
sisting of thirty to forty layers wrung out 
of normal salt solution. This is then cov- 
ered with absorbent cotton and secured by 
a firm roller bandage. 

MacD. Stanton speaks very aptly of the 
toxic secretion which is always present 
over the granulating surface, and which is 
very destructive to the grafts if left long 
in contact with them. On this account a 
method of dressing should be adopted which 
will as far as possible do away with this 
disturbing element. If rubber tissue is 
used the secretion is retained to a great 
extent. If a gauze dressing is allowed to 
remain for several days it becomes hard- 
ened from the exudate and is then non-. 
absorbent. The method which will obviate 
these difficulties is to change all the dress- 
ings daily except the single layer of gauze 
next to the grafts and cleanse the entire 
surface thoroughly with salt solution, then 
reapply fresh moist dressings as before. 

In seven or eight days-the grafts are 
firmly set, and the single layer of gauze 
can be easily removed without disturbing 
them. After cleansing the field with salt 
solution another single layer is applied, to 
be left two to four days, fresh outer dress- 
ings being put on daily as before. This 
method of dressing should be continued two 
or three weeks. 

The advantages of this method of dress- 
ing are evident. The irritating and toxic 








exudate is removed daily; the grafts are not 
disturbed; the salt solution feeds the tis- 
sues; exuberant granulations are prevented. 
Lastly, the grafts all live and grow rapidly. 

There is a tendency during the healing 
of extensive burns to the development of 
blisters on the new skin, which after rup- 
ture form indolent ulcers having a punched- 
out appearance at their borders. These 
ulcers are slow to granulate and often tend 
to increase in size, while other portions of 
the burned surface are doing well. Occa- 
sionally we have the formation of pustules 
instead of blisters, which pursue about the 
same course. 

This condition is believed to be due to 
a poisoning of the system from the absorp- 
tion of toxins from the large granulating 
area. The writer has had grafts slough 
from this condition after they had been 
growing nicely for six or eight weeks. 

There is no treatment to my knowledge 
that will absolutely prevent this occurrence, 
although it is believed it may be mitigated 
to some extent by the administration of 
calcium iodide % to 1 grain four times a 
day, also by giving stomachic tonics when 
indicated and attending to the excretory 
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organs. The granulation of these ulcerated 
surfaces may be greatly encouraged by 
using the single layer of gauze and the 
moist saline pack for several days. 

To briefly recapitulate, the salient points 
are as follows: 

1. Do not graft till the surface is well 
granulated and healing has begun. 

2. Take skin from person to be grafted 
when possible. 

3. Use silver nitrate the day before to 
prepare the field instead of shaving or 
scraping the granulated surface at the time. 

4. Wash with salt solution and wipe dry 
with sterile gauze before placing grafts. 

5. Place grafts around the edge near the 
skin border, laying them directly from the 
razor without immersing them. 

6. Lay grafts smoothly and press out 
all air bubbles. 

?. Cover grafted area with a single layer 
of gauze, which leave in place for a week. 
Cover this with a thick pad of gauze wet 
with salt solution, then a layer of absorbent 
cotton, then a firm roller bandage. 

8. Remove all dressings, except single 
layer, daily. Cleanse with salt solution and 
apply fresh dressings as before. 





THE METHODS EMPLOYED FOR THE RELIEF OF ORGANIC STRICTURE OF 
- THE URETHRA IN THE GENITO-URINARY SURGICAL DEPARTMENT 
OF THE JEFFERSON HOSPITAL. 


BY ORVILLE HORWITZ, B.S., M.D., PHILADELPHIA, 


Professor of Genito-urinary Surgery in the Jefferson Medical College; Surgeon to the Jefferson and St. Agnes Hospitals 
and the State Hospital for the Insane of Pennsylvania. 


(Concluded from page 706.) 


External Perineal Urethrotomy Without 
a Guide.—This operation is indicated in 
any form of impermeable stricture of the 
deep urethra, but especially if it is asso- 
ciated with retention or extravasation of 
urine from rupture, or when the perineum 
is riddled with sinuses, accompanied by the 
presence of nodular and brawny cicatricial 
tissue in the perineum. When operating 
by the perineal route, in stricture of this 
character, it is not sufficient to drain the 
bladder by means of a perineal cystotomy, 


but any existing obstruction in any other 
portion of the urethra due to stricture must 





likewise be removed and the canal restored 
to its normal caliber. 

The instruments required are a scalpel, 
a sharp- and a probe-pointed bistoury with 
a narrow blade, a Wheelhouse probe, a Teal 
gorget, a Horwitz dilating perineal staff, 
Thompson’s urethral forceps, Otis’s ure- 
throtome, perineal retractors, hemostatic 
forceps, two tenacula, dissecting forceps, 
and a soft-rubber catheter. 

This procedure is a modification of that 
known as Wheelhouse’s operation, the Hor- 
witz perineal staff being substituted for the 


guide used in the original operation, and 
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some radical changes being made in the 
technique, tending greatly to simplify the 
procedure by enabling the operator to locate 
the urethra with absolute certainty and 
without loss of time; by following the de- 
tails of the further manipulation suggested, 
the proximal portion of the canal can be 
found without difficulty and the continuity 
of the urethra easily reéstablished. This 
method is also applicable to cases of 
rupture of the urethra with extravasation 
of urine. The dilating staff to be used as 
a substitute for the Wheelhouse instrument 
has been fully described. The latter is a 
long, narrow staff with a shallow groove 
on the under surface and a slight hook on 
the end. When this instrument is inserted 
it fails to render the urethra prominent or 
to hold it steady, so that in dissecting down 
upon the instrument it is frequently diffi- 
cult, in a deep perineum, to locate the canal, 
hence when an effort is made to incise the 
urethra the mucous coat of the canal rolls 
away from the point of the knife, and the 
blade incises the tissue on either side of the 
guide without opening the urethra; more- 
over, when the canal is once opened the 
small hook on the end will fail to hold the 
upper edge of the incision and constantly 
slips away, so that the canal must be sought 
for again. Tinally, the presence of the 
staff in the perineal wound is constantly in 
the way of the operator, interfering with 
The Horwitz staff 
has the advantage not only of holding the 
urethra fixed, but of making it a prominent 


object in the perineum, so that the urethra 


further manipulations. 


can be incised with absolute precision, with- 
out loss of time and without reference to 
the anatomic landmarks, this stage of the 
operation being performed automatically. 
Horwitz Operation—The method of 
opening the urethra will depend on whether 
the canal is occluded at the bulbomembran- 
ous junction or in the membranous urethra. 
In the former case the urethra must be 
incised behind the stricture, whereas in the 
latter it must be opened in front. The 
perineal staff, with the blades closed, is 
passed into the urethra until the seat of 
obstruction is reached; the patient is then 
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placed in the lithotomy position, and the 
staff entrusted to an assistant, who is in- 
structed to hold the beak of the instrument 
firmly in contact with the face of the stric- 
ture, and at the same time draws the scro- 
tum away from the perineum. The blades 
are now separated and an incision is made 
in the median line of the perineum, from 
the junction of the scrotum down to the 
region of the sphincter ani; the cut divides 
the skin and superficial and deep fascia; 
these are drawn aside by means of retrac- 
when the accelerator muscle will be 
at the bottom of the 
the muscle is divided in turn along its ten- 


tors, 
discovered wound ; 
dinous raphe, which, when retracted, will 
expose the canal fixed and made prominent 
by means of the dilated guide. If the point 
of the staff has been arrested by the stric- 
ture at the bulb, the assistant is directed to 
push the staff downward and outward, so 
that the point of the instrument covered 
by the urethra is brought prominently into 
the perineal wound. An incision is now 
made directly through the urethral wall and 
the that the 
stricture until the canal is opened, exposing 
the staff in situ, and completely dividing the 
The blades 
slightly and the instrument pushed through 


cicatricial tissue composes 


coarctation. are then closed 
the opening in the urethra and again sepa- 
rated. If any more constricting bands are 
discovered, they may now be readily di- 
vided, since the field of operation is visible. 
The Wheelhouse probe is 
through the membranous and prostatic ure- 
thra until the bladder is reached; the Teal 


gorget is guided along the probe, which is 


now passed 


then removed, leaving the gorget in place. 
The blades of the perineal staff are closed, 
and the instruments withdrawn from the 
urethra. Any further constriction that may 
exist in the penile urethra is incised and 
dilated with the Otis urethrotome, and a 
full-sized rubber catheter passed from the 
meatus down to the bladder and left in situ. 
When the beak of the instrument is ar- 
rested in the membranous urethra, the canal 
is exposed by the perineal incision and 
opened in front of the stricture, which is 
even a simpler procedure than opening the 
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canal from before backward. As soon as 
the canal is opened the lateral walls and 
the upper angle are seized with hemostatic 
forceps, and by making traction on three 
different portions of the urethral wound 
the strictured surface is pulled forward so 
that it presents directly in front of the 
operator. The aperture of the coarctation 
can usually be recognized or readily found 
by searching about with the Wheelhouse 
probe, which is insinuated through the con- 
stricted portion of the canal and passed 
along until the neck of the bladder is 
reached. The index-finger of the left hand 
is now inserted into the rectum. An as- 
sistant holds the probe steady, with the 
groove on the under surface, presenting 
toward the rectum, and a_probe-pointed 
bistoury is passed along the groove until 
the stricture is divided along its entire 
length. The Teal gorget is next passed 
alongside of the probe until the point 
reaches the neck of the bladder. The probe 
is now removed, and the index-finger 
passed along the gorget in order to ascer- 
tain if all the constricting bands have been 
severed; if this has not been done, the 
probe-pointed knife must be reinserted and 
the cicatricial tissue firmly divided. The 
operation is completed in the same manner 
as when the urethra is opened from behind 
forward. 

Perineal Urethrotomy Without a Guide, 
for Traumatic Stricture and Rupture of the 
Urethra——External perineal urethrotomy 
for the relief of these conditions is fre- 
quently one of the most difficult operations 
in surgery. When a traumatic stricture of 
the deep urethra is associated with the 
presence of sinuses and dense cicatricial 
tissue in the perineum, or if rupture of 
the urethra with extravasation of urine 
has taken place, it is often difficult to trace 
the continuity of the canal through its stric- 
tured portion. In the case of rupture it 
may be impossible to locate the distal end. 
l‘ortunately, in the majority of cases the 
bladder can be drained successfully by the 
perineal route, thus avoiding the necessity 
for performing either retrograde urethral 
or suprapubic catheterism. If the anatomic 
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relations of the perineal tissues have be- 
come distorted or altered as the result of 
traumatism or of extravasated urine, or 
when fruitless efforts have been made to 
pass a catheter; the lumen of the distal 
end of the canal becomes occluded, and the 
torn end of the tube is packed down firmly 
in an abnormal position among the deep 
structures of the perineum, rendering its 
detection extremely difficult or even im- 
possible, without resorting to retrograde 
catheterism—in all such cases the misplaced 
end of the canal will usually be found 
either at the lower angle of the perineal 
wound, near the rectum, or high up, on 
either side of the median line, below the 
pubic bone. Since employing the dilating 
perineal staff devised by me, and follow- 
ing the technique advocated in operating 
on such strictures without a guide, I have 
in every instance successfully found the 
distal end of the urethra and succeeded in 
restoring the continuity of the canal by 
the perineal route. If this method fails, 
retrograde urethral catheterism, as sug- 
gested by Young, should be tried. 

Urethral Retrograde Catheterism.—The 
median incision is converted into one re- 
sembling an inverted Y, by making two 
vertical incisions branching off from the 
median one; these are carried downward 
and outward between the tuberosity and 
the sphincter ani. By careful dissection, 
after the manner described when consider- 
ing perineal prostatectomy, the apex of the 
prostate gland is exposed, the prostatic 
urethra found, and the edges of the ure- 
thral mucous membrane seized with hemo- 
static forceps, after which a Wheelhouse 
probe is passed, from behind forward; this 
finds and follows the membranous urethra, 
thus locating the urethra both in front of 
and behind the stricture. 

Cock’s Operation—This is a very old 
operation, intended as a substitute, in cer- 
tain selected cases, for the more rational 
procedure of perineal section. Cock’s op- 
eration may be attended with a_ brilliant 
result, but unfortunately it more frequently 
fails. It is generally conceded that if the 
first effort to reach the urethra is unsuc- 
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cessful, the attempt should not be repeated, 
and that when external perineal urethrot- 
omy is to be performed the operation is ren- 
dered more uncertain and difficult by the 


This 


operation, being more or less dangerous and 


previous incision into the perineum. 


uncertain, has fallen largely into disuse. It 
is merely a palliative measure, relieving the 
urgent symptoms by draining the badder, 
and necessitating a future operation for the 
relief of the stricture. The driving of a 
double-edged knife blindly into the depths 
of the perineum, whose anatomic structures 
are distorted, on the chance of incising the 
membranous urethra, which is in all prob- 
ability partially obliterated or displaced 
from its normal position, is a method that 
does not appeal to the practical surgeon. 
Those who advocate the employment of this 
operation claim that it is indicated in urgent 
cases of retention of urine, in which an 
aspiring apparatus is unavailing, and in 
those cases in which a portion of the urethra 
is destroyed or a traumatic stricture exists, 
associated with sinuses of the perineum. 
The operation necessitates the use of a 
double-edged knife, designed for the pur- 
pose. The incision made by the knife is 
triangular; the vertical incision in the peri- 
neum constitutes the base of the triangle, 
and the portion of the prostate gland im- 
pinged upon by the point of the knife the 
apex. The prostate gland must always be 
slightly incised. Once the knife has pene- 
trated into the depths of the perineum, it 
should be advanced boldly and steadily, 
being kept directly in its course, and not 
allowed to deviate in the slightest degree, 
until the urethra has been pierced. Should 
the first incision fail to accomplish its object 
and the knife be withdrawn, and then rein- 
serted, making a fresh incision, this will 
probably not only be unsuccessful, but will 
complicate any further operative procedure 
that may be necessary. The patient is 


placed in the lithotomy position, being care- 
ful that the pelvis is so fixed that there is 
no deviation of the median line of the peri- 
neum from its normal position. The index- 
finger of the left hand is introduced into 
the rectum, not only for the purpose of 
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guiding the knife, but also to guard the 
rectum from injury. As soon as the finger 
is inserted into the rectum the apex of the 
prostate gland is searched for, and when it 
is located the knife is plunged into the peri- 
neum and steadily carried backward in the 
median line in the direction of the tip of the 
finger inserted in the rectum, being very 
careful to see that there is no deviation 
from its original direction until the point of 
the knife has reached its destination, which 
should be in close proximity to the finger- 
tip in the bowel. When this point is 
reached the knife is advanced obliquely, 
either to the right or to the left, and usually 
succeeds in piercing the urethra. As soon 
as this has been accomplished the knife is 
withdrawn, the index-finger being left in 
the rectum in order to guide the Wheel- 
house probe through the incision down to 
the membranous urethra, alongside of which 
a perineal drainage-tube should be inserted. 

Suprapubic Cystotomy with Retrograde 
Catheterism.—tThis operation is performed 
in grave emergency cases in which as little 
time as possible must be lost. It is also the 
operation of choice in patients whose phys- 
ical condition is such as to render any pro- 
longed operative procedure dangerous, but in 
whom, nevertheless, surgical intervention is 
imperative. In performing perineal ure- 
throtomy, the proximal end of the urethra 
may generally be found without difficulty ; 
when, however, this cannot be done, the 
search may, in the case of young, robust 
subjects, be continued for a considerable 
length of time without injury to the patient. 
When, on the other hand, the patient is 
advanced in years and feeble, with damaged 
heart and diseased kidneys; when there has 
been extravasation of urine, continuing for 
a number of hours, without relief, and ac- 
companied with gangrene, sepsis, or uremia ; 
in traumatic stricture, where a portion of 
the urethra is practically obliterated ; and in 
elderly subjects with retention of urine, 
associated with an impermeable stricture 
and a hypertrophy of the prostate gland—in 
all these cases the safety of the patient de- 
mands that the operation be performed as 
speedily as possible. Hence, if a thorough 
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search fails to disclose the proximal portion 
of the retrograde catheterism 
should be resorted to without delay. This 
will shorten the time required for the opera- 
tion, diminish shock, and tend to minimize 
the amount of the anesthetic required, be- 
sides lessening the danger of suppression of 


urethra, 


urine, uremia, or septic pneumonia, which 
so frequently attends complicated cases of 
this kind. 
desperate cases has convinced me that the 


An extensive experience with 


safest course to pursue is to induce local 
anethesia by means of cocaine, and then to 
proceed with the suprapubic cystotomy at 
once. It must be remembered that the latter 
is merely a palliative measure, relieving the 
retention of urine, placing the bladder at 
rest, and permitting the patient, in the 
course of a few weeks, to regain sufficient 
strength and vigor to undergo the ordeal of 
a perineal urethrotomy. In several in- 
stances in which this method of treatment 
was adopted it was found, when the time 
came for operating upon the urethra, that 
what was originally regarded as an impass- 
able stricture could now be dilated by the 
ordinary least sufficiently 
stretched to permit of the passage of the 
grooved urethral staff, so that perineal 
urethrotomy could readily be performed by 
means of the guide. When the bladder is 
distended, the operation of suprapubic 
cystotomy is a simple procedure that may 


means, or at 


be accomplished in about three minutes. If, 
on the other hand, the viscus is contracted 
and contains but little urine, the dissection 
is more difficult, and care must be observed 
If this acci- 
dent occurs, the wound should be closed 
immediately by means of a continuous cat- 
gut suture, and surrounded with iodoform 
place. 


not to injure the peritoneum. 


gauze to prevent infection taking 
The opening in the bladder should be suf- 
ficiently large to permit the introduction of 
the index-finger, by means of which the 
vesical outlet is easily located, and either a 
silver catheter or a steel bougie is passed 
alongside the finger, which serves to guide 
the beak of the instrument into the pros- 
tatic urethra, whence it is carried outward 
until the tip of the instrument protrudes in 
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the perineal wound; this will at once locate 
the proximal end of the canal. The dilating 
perineal staff is now passed through the 
meatus into the urethra, and carried down- 
ward until it comes in contact with the 
anterior portion of the stricture; the instru- 
ment in front locates the position of the 
urethra in front of the obstruction, whereas 
the one passed through the vesical outlet — 
into the perineum establishes distal end 
behind the stricture. With these two land- 
marks showing the exact position of the 
urethra, both in front and behind the coarc- 
tation, restoration of the continuity of the 
canal is easily accomplished. In stout men 
it may be difficult to reach the vesical orifice 
through a suprapubic incision. In such 
cases, either the instrument devised by 
Guyon for the purpose or the overcurved 
prostatic catheter of Brodie may be em- 
ployed. If neither of these instruments is 
available, a rectal rubber bag may be insert- 
ed and filled with ten ounces of water; this 
raises the vesical neck well upward, and 
places it within easy reach of the finger. 
Urethrectomy.—This operation is chiefly 
perfomed in those cases of traumatic stric- 
ture that have been repeatedly operated 
upon without achieving permanent success, 
and in those in which the perineum is prac- 
tically a dense mass of cicatricial tissue or 
The excision may 
Giuseppe 


is riddled with sinuses. 
be either partial or complete. 
Ingianni made a series of experiments on 
dogs for the purpose of determining the 
character of the tissue formation that takes 
place after removal of a portion of the 
urethra, from which he makes the follow- 
ing deductions: 

A regeneration always takes place, which 
begins in the stump of the urethra and 
grows forward and molds itself around the 
catheter. If a small urethral stump is 
transplanted into an artificially formed sub- 
cutaneous canal, a new urethra forms, 
which resembles the normal one in function 
The layers consist of the 
mucous and cavernous 
the musculature taking no part in the new 


In resecting a fibroid prostate 


and structure. 
membrane layers, 
formation. 
gland I have occasionally found it neces- 
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sary to remove the entire prostatic urethra 
with the tumor. In every instance the canal 
was regenerated by the time convalescence 
was established. 

In performing partial urethrectomy the 
incision is made in the median line. All the 
ciciatricial tissue in the perineum is excised, 
and the urethra exposed both above and 
below the seat of occlusion. The urethra is 
now incised and examined, in order to de- 
termine the extent to which the urethral 
walls are involved in the cicatricial mass. 
If only the lateral walls and the floor are 
implicated, these portions are resected, leav- 
ing the roof intact. A soft catheter is in- 
serted through the meatus, and allowed to 
remain in the urethra until the new canal 
has formed. 

Total urethrectomy, in which a segment 
of the entire canal is removed, is usually 
performed only for the relief of traumatic 
strictures. If more than 25 millimeters must 
be removed, the ends of the tube cannot be 
approximated ; if less than this is resected, 
the ends of the tube can usually be brought 
into apposition by means of four inter- 
rupted catgut sutures, which should not, 
however, pass through the mucous mem- 
brane. It is almost impossible to introduce 
a suture through the superior wall. If it is 
found impossible to anastomose the cut ends 
of the urethra, an attempt should be made 
to construct a urethra over the catheter; if 
this cannot be done, a catheter should be 
introduced and allowed to remain in situ, 
in the hope that the resected portion will 
be reformed. In three cases WOlfler trans- 
planted the mucous membrane dissected 
from a prolapsed uterus. In four cases I 
have employed successfully the preputial 
lining of the foreskin immediately after cir- 
cumcision. In cases of permanent fistula in 
the perineum, or where a portion of the 
urethra has been destroyed by traumatism, 
or in resilient strictures that recontract im- 
mediately after operation, I have used the 
method suggested by Poncet: An external 
perineal urethrotomy is performed; the 
proximal end of the urethra is exposed and 
stitched to the lower angle of the wound, 





and the distal part of the urethra is closed. 
In the cases so operated upon there was no 
incontinence or further trouble from uri- 
nary obstruction, the only inconvenience 
being that in emptying the bladder the sit- 
ting posture had to be assumed. 
Electrolysis —This method of treatment 
has never found favor with surgeons, as the 
only benefit that accrues from its employ- 
ment is the gradual dilatation produced by 
The 
method not infrequently results in the de- 
velopment of urethritis, prostatitis, cystitis, 
and epididymitis. Fort that this 
method of treatment is unsatisfactory be- 


the introduction of the electrode. 


claims 


cause of the use of improper instruments, 
and advocated the use of an instrument de- 
vised by himself for this purpose. He em- 
ploys a continuous weak current, of a 
strength not exceeding from 10 to 15 milli- 
amperes, which acts by electrolysis and not 
states that in 100 
cases so treated the stricture was divulsed 


by cauterization. He 


in from sixty to seventy seconds, only one 


application being required. I have em- 
ployed the instruments and technique advo- 
cated by Fort in a number of cases; but all 
did badly, and the method had to be aban- 


doned. 


THE INJECTION OF ADRENALIN TO 
CONTROL BLEEDING AFTER 
ABORTION. 

In the Centralblatt fiir Gyndkologie, No. 
25, 1909, GRASSER states that for several 
years he has been in the habit of injecting 
adrenalin into the uterine cervix in cases 
in which there was bleeding after abortion 
with retention of the placenta. It not only 
controls the bleeding but aids in the expul- 
sion of the placenta. He believes that the 
method is safe and efficacious, and prompt 
in its influence. Two to three drops of 
adrenalin 1 Ce. of 
physiological salt solution is injected. Of 


solution mixed with 
course, careful asepsis must be maintained. 
In giving the injection it is best to use a 
Sims speculum. If results are not prompt, 
the injection may be repeated in a few 
minutes. 
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THE EMPLOYMENT OF CHLOROFORM 
IN THE TREATMENT OF PULMON- 
ARY HEMORRHAGE. 


Readers of the THERAPEUTIC GAZETTE 
will remember that on a number of occa- 
sions we have called attention to the em- 
ployment of nitroglycerin, and other cardio- 
vascular sedatives, as a remedy which would 
give the best results in the treatment of 
many cases of this alarming though rarely 
fatal manifestation of tubercular 
They will also recall that in a leading article 
published in the GAZETTE some months ago 
we called attention to the fact that as long 
ago as 1893 we advocated in the treatment 
of this condition the use of chloral and 
aconite with the object of lowering arterial 
pressure and arresting hemorrhage. Our 
attention has once more been called to this 
phase of the matter by a brief but practical 
article which was contributed to the Journal 
of the American Medical Association of 
June 12, 1909, by Dr. Joseph B. Fitch, in 
which he calls attention to the futility of 
most of the drugs which have been em- 
ployed in hemoptysis, and also refers to a 


disease. 


previous paper of his published in the Med- 
ical Record some years ago in which he 
advocated the employment of chloroform 
by inhalation as a means of arresting the 
He states that during the past 
four years he has continued this plan of 
treatment and that increasing experience 
has served materially to support his con- 
The patient is placed in a 


hemorrhage. 


fidence in it. 
semirecumbent position, and from 2 to 4 Cc. 
of chloroform is gradually used in an ordi- 
nary inhaler as if chloroform was being 
given for the production of surgical anes- 
thesia. He states that under these circum- 
stances the hemorrhage ceases within five or 
ten minutes, and that in certain instances it 
may be advantageous to give from 15 to 20 
drops every hour for a few days to prevent 
a recurrence. Mild purgation with mag- 
nesium sulphate is also resorted to, and 
small doses of chloride of ammonium with 
codeine are given internally to aid expec- 
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toration on the one hand and to prevent 
Manifestly 
this employment of chloroform is based 


excessive cough on the other. 
upon the same Jines of reasoning which 
caused us to advocate the use of chloral or 
aconite sixteen years ago, and which led 
I'rancis Hare, of Brisbane, and other clin- 
icians in this country and abroad to employ 
nitroglycerin. 

Although we have never employed chloro- 
form for this purpose, we have used nitro- 
glycerin hypodermically with very excellent 
results in a number of cases, and we believe 
that it is the best remedy for the majority 
of patients suffering from this complication. 
The disadvantage of chloroform, as com- 
pared to nitroglycerin, is that the former 
drug is much more dangerous than is nitro- 
glycerin, the latter being capable of pro- 
ducing no harmful éffects, while chloroform 
may prove dangerous if the heart of the 
patient is dilated or very feeble. Our object 
in quoting Dr. Fitch’s paper is rather to 
advocate the employment of drugs which 
will lower arterial tension when hemoptysis 
occurs than to urge the use of chloroform, 
but we shall watch for future contributions 
along these lines, and if they appear we will 
give the benefit to our readers of the con- 
clusions which may be reached. 





THE INCREASING USE OF REMEDIAL 
MEASURES OTHER THAN DRUGS. 


Without any intention of diminishing the 
importance of drugs in the treatment of 
disease when they are properly employed, it 
has always been our effort to encourage to 
the utmost the use of remedial measures 
other than drugs, since such measures, if 
employed with average intelligence, rarely 
possess the power of doing harm and often 
accomplish an immense amount of good. It 
is one of the encouraging signs of the times 
that physicians everywhere are employing 
remedial measures other than drugs on 
every possible occasion, confining the em- 


ployment of vegetable or mineral sub- 
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stances, used for medicinal purposes, to a 
comparatively narrow range of cases, or at 
least recognizing that drugs must be pre- 
scribed only after a careful diagnosis has 
been made and in doses which are adequate. 

In this connection it is interesting to note 
that with the employment of hydrotherapy 
in the treatment of various fevers the use 
of alcohol as a remedy has materially de- 


creased. In the Boston Medical and Surgi- - 


cal Journal of April 15, 1909, Cabot pub- 
lished a chart showing that the cost of alco- 
hol per patient in the Massachusetts Gen- 


eral Hospital has decreased in the last seven . 


years from two dollars per patient per year 
to a little over ninety cents per patient per 
year. This does not necessarily prove that 
the employment of alcohol in the larger 
quantities indicated ten years ago was not 
often justified. | We believe that alcohol 
is often exceedingly useful and may do 
good when given in large quantities in 
cases of typhoid fever which have not the 
In other words, 
amount of alco- 
indicate that the 
drug is useless under all circumstances, but 
that hydrotherapeutic measures are gener- 
ally more advantageous. It is pointed out 
by Cabot that the great increase in hydro- 
therapeutics, and in the employment of 
remedial measures other than drugs, is in all 
probability the chief reason for this change 
in practice. 


benefit of cold bathing. 
this the 
hol employed does not 


diminution in 





POSTANESTHETIC ACIDOSIS. 





This important sequel of the administra- 
tion of chloroform, ether, and other anes- 
thetics is rarely met with, but when it occurs 
it is so grave that all cases which develop it 
should be reported in order that our knowl- 
edge of so interesting a state may be 
increased. It will be recalled that the char- 
acteristic symptoms usually develop in from 
eighteen to seventy-two hours after the 
anesthetic has been given, and are character- 
ized by nausea and vomiting, accompanied 
by great prostration, rapidity of the pulse, 
and stupor. There is no febrile movement, 
but the breath has a fruity odor like that 
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often met with in cases of diabetes, and 
sometimes the stupor is interrupted by 
active delirium, followed in turn by deep- 
ening coma, in which the patient dies. In 
a considerable proportion of cases the coma 
gradually passes away and the patient re- 
covers. Readers of the GazetTe will re- 
member that we called attention in 1905 to 
a very valuable paper by Bevan and Favill 
of Chicago upon this subject, and that a 
number of papers have since been written, 
notable among them being one by Guthrie 
of England, and others by Brewer and 
Kelly in this country. One of the most re- 
cent contributions concerning it is by Gun- 
drum and appeared in the Johns Hopkins 
Hospital Bulletin for June, 1909. In this 
paper a careful consideration is given to the 
various theories which have been advanced 
concerning the pathological condition and 
the exciting causes of postanesthetic acid- 
osis. Gundrum reports the results of his 
analysis of urine in 69 patients who were 
subjected to anesthesia and surgical opera- 
tion. In some instances the anesthetic was 
cocaine, and it is interesting to note that 
even when this local 
jected acetone and diacetic acid were found 
in the urine. © 

One theory in regard to the development 
of acidosis after anesthesia is that it 
is due to idiosyncrasy; another that it 
arises from some gastrointestinal disturb- 
ance; still another that it depends upon 
some preéxisting disorder of metabolism 
with fatty changes in the liver; and _ still 
another theory has been that nervous influ- 
ences are a large factor in the development, 
a toxic substance being produced as a re- 
sult of disordered innervation of important 
organs. 

Whatever the etiological factors may be 
it is undoubtedly a fact that autopsy in 
these cases shows with constancy fatty 
infiltration of the liver, or to speak more 
correctly, fatty degeneration of this organ, 
and not rarely other organs are found to 
have undergone such fatty changes. Gund- 
rum believes that a considerable proportion 
of cases subjected to surgical anesthesia 
develop at least a slight acidosis. He also 


anesthetic was in- 














thinks that the character and amount of 
the anesthetic and the duration and charac- 
ter of the operation are of little importance 
in determining the development of this com- 
plication, and he concludes that starvation 
and digestive disturbance are also not to be 
considered as etiological factors. He be- 
lieves, however, that emotional individuals 
are more prone to its development than the 
more phlegmatic. With the first of his opin- 
ions we have no reason to differ, but as to 
the second we believe that the evidence at 
hand opposes his view, since the longer the 
chloroform is 
for 


given the greater is the 
opportunity metabolic degenerative 
changes to occur. We think that the history 
of the many cases which have been re- 
ported indicates that prolonged operations 
are more prone to produce acidosis than 
brief ones, and statistics also show that 
chloroform is more commonly guilty of pro- 
ducing this condition than ether or nitrous 
So, too, we know that persons 
already suffering from profound metabolic 
disorders, as in diabetes, are prone to de- 
velop it. A large number of experiments 
can be quoted which seem to prove pretty 
conclusively that starvation of a patient 
prior to operation by the withholding of 
food, or by the inability of a patient to 
assimilate food, is a very distinct factor in 
predisposing the patient to this dangerous 
malady. 

Aside from the free administration of 
bicarbonate of soda as a preventive of this 
complication and as a remedy when it has 
developed, we believe that there is no more 
important therapeutic and _ prophylactic 
measure than the careful feeding of a pa- 
tient some hours before the administration 
of one of these drugs. 


oxide gas. 





THE BACTERIAL CONTENT OF WHEY. 





Several years ago we called attention to 
an interesting and valuable research carried 
out by Dr. W. H. Park, of New York, and 
others in regard to the vital properties of 
milk and the value of pasteurization. It 
will be recalled that this research, and sub- 
sequent researches, have shown that pas- 
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teurization has certain grave disadvantages, 
since if it is used in the case of fresh milk 
it destroys its bacteriolytic properties, and 
if, subsequently, the milk is exposed to in- 
speedily be- 
comes laden with myriads of such germs, 
since the fluid by the heating process has 
ceased to exercise any inhibitory influence. 
In other words, the conclusion has been 
reached, as might have been expected, that 
where pure, fresh milk can be obtained, it 
had better be employed without pasteuriza- 
tion; but when the purity of the milk is not 
assured it had better be pasteurized, and if 
pasteurized it should be kept under the most 
rigid aseptic conditions to prevent reinfec- 


vading microorganisms, it 


tion. In this connection we note with in- 
terest an article published by Schloss in the 
Archives of Pediatrics for June, 1909, as 
to the bacterial content of whey, that por- 
tion of the milk which having been deprived 
of its casein still contains the salts, soluble 
albuminoids, and some of the vital prop- 
erties of the complete fluid. Whey has, for 
a long time, been a favorite means of feed- 
ing children and adults whose digestion is 
so feeble that they cannot use whole milk. 
Schloss’s experiments show that when milk 
has been coagulated by the milk-curdling 
ferment many bacteria are included in the 
curd, whereas the whey contains far fewer 
bacteria than the whole milk. It will be 
interesting to know whether the bacterio- 
lytic influence of whole milk resides al- 
most entirely in the whey or whether some 
of this power is lost in the curd. 





TREATMENT OF: HYDROCELE BY 
MAGNESIUM WIRE. 





The modern method of curing hydrocele 
by everting the sac is so generally believed 
in and practiced that other methods at times 
often attended by most satisfactory results 
are abandoned. 

Marcozzi (Annales des Maladies des 
Organes Génito-urinaires, May 2, 1909) ad- 
vocates the introduction into the vaginal 


tunic of small fragments of magnesium wire 
after having drawn off the hydrocele fluid. 
It is advocated as both an extremely simple 
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and highiy efficacious method of treatment. 
Of ten cases subjected to it, two of them 
previously treated by other methods, all 
were cured. Marcozzi believes that he has 
proved that the outer layer of the vaginal 
tunic exercises a most important influence 
spermatozoal 
secretion of the testes, and hence sacrificing 


upon both the internal and 


this tunic should never be practiced unless 
other means fail. 

As to the method, the magnesium wire 
employed was that commonly sold and ex- 
hibited, with a diameter of 114 millimeters. 
Small fragments, 1/3 millimeter, were cut, 
collected in a flask and washed with ether, 
then with distilled water. Thereafter they 
were boiled. The quantity of fragments 
needful for the cure of a hydrocele varies 
between 3 and 4 grammes, being equivalent 
in the length of the wire to 34 centimeter. 
With this dose the author has obtained ten 
The hydrocele is 
punctured ordinary trocar of 
medium caliber and completely emptied of 
its fluid contents. Thereafter it is washed 
A little of the 
water is allowed to remain in, and the frag- 


cures in as many cases. 
with an 


out with hot sterile water. 
ments of the wire are pushed into the lumen 


of the into the 
hydrocele with a stylet, the point of the 


cannula and introduced 
cannula being moved about in such a man- 
ner as to disseminate the wire fragments. 
The water which is left in is then with- 
drawn and the cannula taken out. The 
small puncture is closed and well padded, a 
properly fitting suspensory is applied, and 
the patient allowed to attend to his ordinary 
One of the cases reported had suf- 
fered from hydrocele for seven years. This 


duties. 


had been punctured and emptied repeatedly. 
Two years before he came under observa- 
tion he was subjected to radical operation 
by incision of the sac and partial excision. 
Hydrocele recurred about the size of a large 
fist. After treatment by magnesium wire 
the cure was rapid and final. Another case 
had been subjected to iodine injections, but 
the hydrocele recurred. Magnesium wire 
treatment was entirely efficacious. 

As a conclusion to his contributions Mar- 
cozzi calls attention to the importance of 
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preserving the vaginal tunic when this is 
practicable from the standpoint of the per- 
fectly functionating testicle. In case of 
hydrocele unattended by a thick degener- 
ated sac the continued irritation of the mag- 
nesium produces a moderately pronounced 
reaction of sufficient degree to result in rad- 
ical cure. 
ently has for its end the complication of a 


This ingenious procedure appar- 


simple operation. 





PAINFUL SHOULDER, BRACHIAL NEU.- 
RALGIAS, OR NEURITIS. 


Painful and stiff shoulder, usually post- 
traumatic, is resultant from many causes. 
Often the underlying lesion is bone or joint 
Not 


themselves 


involvement, at times it is neuritis. 
infrequently patients 
with painful shoulder for which no ade- 


present 


quate explanation can be given. 

Goldthwait (American Journal of Ortho- 
pedic Surgery, May, 1909) contributes a 
paper, the result of studies having for their 
end a_ better understanding of certain 
The first and 
pain 


groups of shoulder cases. 
largest group was characterized by 
commonly referred to the anterior part of 
the shoulder-joint, with limitation of certain 
motions, chiefly rotation, without corres- 
ponding limitation in the other directions. 
The pain commonly referred to the anterior 
part of the shoulder was frequently experi- 
enced in the general region of the deltoid 
muscles, was always aggravated by use, 
with proportionate relief from rest, but only 
in certain positions. Motion was most lim- 
ited when the arm was abducted at the same 
time it was rotated, as, for instance, such 
motion as was necessitated by putting on a 
coat, doing up the hair, or fastening a 
waistband at the back. 
traumatic, others not. 
The second class of cases was character- 


Some cases were 


ized by instability of the shoulder with re- 
curring dislocation of the head of the 
humerus. 

The third group comprised those in which 
pain was present in the arm, frequently 
referred to definite points, sometimes to the 


distribution of a single nerve, most often 














the ulnar. This pain was often associated 
with pain about the shoulder, but not always 
so. There was no peripheral inflainmation, 
no tender points along the nerve course, no 
changes in reflexes or other indication of 
disease of the central nervous system. The 
pain was always made worse by certain 
changes of position. 

In considering the anatomy of the shoul- 
der Goldthwait demonstrates the fact that 
there is a marked individual variation in 
both the length and growth-direction of the 
acromion and coracoid processes. These 
variations may mechanically and habitually 
interfere with freedom of motion, and by 
levering action may produce a weakening 
of the joint, which favors a luxation inci- 
dent to severe trauma and renders a recur- 
rence thereafter frequent. 

The subdeltoidian bursa is a frequent 
If the cavity 
is obliterated, even 


cause of shoulder disability. 
of this bursa in the 


absence of other lesions, abduction and 
rotation of the shoulder may be practically 
impossible, though flexion and extension 
with the arm at the side may be quite free. 

In stoop-shoulder the lesser tuberosity of 
the humerus rests against the tip of the 
coracoid process. When from habit or oc- 
cupation the arm is used so that these two 
bones are in contact more constantly or with 
more force than is normal, then the bursa 
which lies between becomes inflamed ex- 
actly as do the prepatellar or the olecranon 
bursz, when these sacs become inflamed by 
occupations or postures in which these 
burs are definitely injured or repeatedly 
strained. Because of the position of the 
subcoracoid bursa and its almost constant 
use in motions of the shoulder, it is un- 
doubtedly more often inflamed or affected 
by violence than any of the other burse 
about the shoulder-joint. 

Symptoms of such inflammation will be 
pain and sensitiveness with limitation of 
motion during the acute stage. If adhesions 
have formed as a part of the inflammation 
there may be an entire disappearance of the 
pain and tenderness, but the limitation of 
motion will persist. This limitation of mo- 


tion incident to adhesions -vill be such as 
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one would expect if the anterior part of the 
capsule of the joint were attached to the 
coracoid process, since the bursa lies be- 

Such an adher- 
would ot 
terially interefere with flexion or extension 


tween these two structures. 
ence of these structures ma- 
of the arm as long as the motion is made in 
an anteroposterior plane, or with raising the 
arm from the side if the motion is made in 
a purely lateral plane, since in all of these 
motions the subcoracoid bursa is compara- 
tively little used. 
attempted, either with the arm at the side or 
with the arm raised, the limitation is at 
once apparent, since in rotation the lesser 
tuberosity of the humerus must either glide 


If, however, rotation is 


over or move away from the coracoid pro- 
It is apparently to allow this motion 
It is 
the limitation of this motion that makes dif- 


cess. 


without friction that the bursa exists. 


ficult the putting on of a coat or similar 
garments, the doing of the hair, the fasten- 
ing of the bands of shirts, etc., all of which 
involve marked movement of these bones 
in rotation one upon the other. Other mo- 
tions may be made freely, because in these 
the lesser tuberosity of the humerus and 
not materially 


the coracoid 


change their relations. 


process do 


If adhesions have taken place as the re- 
sult of this inflammation, the character of 
the shoulder motions must necessarily be 
The tip of the coracoid process 
which all the 


changed. 


becomes a center about 
shoulder-joint motions must be made. In 
the 


humerus can no longer glide under or away 


flexion or extension head of the 
from the coracoid as is normal, but must 
slide in and out of the glenoid cavity, the 
amount being limited by the capsule and 
the bony structures. Rotation will not only 
be limited more than the other motions, but 
if the adhesions are firm outward rotation 
of the arm will be impossible. In inward 
rotation what little motion may be present 
is the result of lifting the head of the bone 
out of the glenoid cavity, the coracoid pro- 
cess acting as the fulcrum over which the 
bone is drawn. Under such conditions, if 
for any reason the capsule of the shoulder 
is relaxed the stability of the joint must be 
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lessened. if the arm is raised upward and 
at the same time rotated dislocation of the 
head of the humerus is an almost natural 
result. In such movement the bone is 
simply lifted out of the socket, and if at the 
same time there is violent muscular effort 
or any of the muscles, especially the biceps 
acting through the long head, are thrown 
into spasm, dislocation is to be expected, 
and since the lesser tuberosity of the 
humerus remains in contact with the tip of 
the coracoid process, the displacement will 
naturally be with the humeral head under 
the coracoid process, the subcoracoid or 
anterior position. 

The pain was increased in proportion to 
the increase of this droop. It was further 
noticed that in slender persons the pain was 
almost always referred to the distribution 
of the ulnar nerve, whilst if a person was 
inclined to be stout the pain was more gen- 
eral, as if all of the nerves of the arm were 
involved. It was noticed that while fre- 
quently the bursz were involved, this was 
not always the case. The inward rotation 
of the arm usually caused an increase of the 
pain, while raising the arm from the side 
with the raising of the shoulder usually 
gave relief. A study showed that with the 
drooping shoulder the posterior muscles are 
strained more and more as the droop in- 
creases, and finally the head of the humerus 
rests against the ribs. In this position the 
ulnar nerve lies almost directly under the 
head of the bone, this being the most pos- 
terior of the branches of the plexus, and is 
pressed upon it as it crosses the second rib. 
If the subcutaneous fat tissue is present in 
considerable amount the pressure exerted is 
more apt to be of all the axillary structures, 
the pressure upon the individual nerve being 
less easily possible, and the more general 
pain is the result. 

This explanation is also applicable to 
some cases of writers’ cramp, particularly 
those in which the pain comes on after 
writing at a desk or sitting with the body 
inclined forward. When the attitude is 
first taken there usually is no pain, but if 
it is maintained for any length of time the 
pain develops and increases the longer it is 


maintained. The faulty position is main- 
tained incident to the greater sag allowed 
by fatigued muscles. 

The treatment of all of these three types 
is dependent, without exception, upon eti- 
ology, and is based on the assumption that 
stability of the shoulder-joint becomes less 
as it is carried forward or droops, together 
with the fact that thé peculiarities of the 
coracoid or acromion processes in this for- 
ward position distinctly interfere with mo- 
tions which in the upright position should 
be made freely; that also in this forward 
position the subcoracoid bursa is com- 
pressed between the lesser tuberosity of the 
humerus and the coracoid process, and that 


‘in this forward position the axillary struc- 


tures, especially the nerves, are crowded 
against the ribs. The first requisite in 
treatment consists in the changing the for- 
ward position of the shoulder so that it is 
held erect. In this the relations between 
the coracoid and acromion processes and 
humerus are changed so that there is no 
undue pressure upon any of the structures; 
the stability of the shoulder-joint is in- 
creased so that displacements are difficult 
of occurrence; the bursze are no longer 
unduly irritated, and the axillary structures 
cannot be compressed. 

In the irritation of the inflammation of 
the bursz, especially the subcoracoid, if no 
adhesions are present, the mere change of 
attitude may cause marked relief at once. 
At other times when the inflammation is 
more severe the relief is not as immediately 
noticeable, but if the erect position is main- 
tained the compression of the bursa which 
must occur in the forward position no 
longer being present, the inflammation will 
gradually subside. If adhesions are present 
the pain is sometimes increased in the at- 
tempt to hold the shoulder back, since in 
this position the adhesions are stretched. 
Under such conditions, or wherever adhe- 
sions are present, these should be overcome 
if we are to expect the normal use of the 
arm. In case such a procedure is contem- 
plated, if there is much inflammation of the 
bursa, as shown by acute pain or tender- 
ness, it is well to keep the arm quiet for a 











few days until this inflammation has les- 
sened before manipulating. 

In the manipulation, if the trouble is at 
all marked, an anesthetic should be used, 
and as only a few moments are required, 
nitrous oxide is usually sufficient. The lim- 
itation of motion where the subcoracoid 
bursa is involved is chiefly in rotation, but 
in the manipulation rotation should not be 
attempted at first as the adhesions are often 
so firm that a spiral fracture of the humerus 
may result, and as the writer has seen this 
occur in the hands of a colleague it is not a 
fancied possibility. The arm should first 
be flexed and extended in the anterior pos- 
terior plane as much as possible and should 
then be raised from the one hand 
grasping the elbow, the other holding the 
shoulder so that the scapula does not move 


side, 


and deceive as to that which is being ac- 
The arm is raised until a right 
angle with the body has been reached; then 


complished. 


as the arm is carried higher it should at the 
same time be rotated outward until when it 
is vertical it is outwardly rotated to the full 
In this combined rotation 
and abduction the bursal membranes must 


normal amount. 


be separated with the rupture of the ad- 
hesions, and the force is applied in such a 
way that there is no danger of injury to 
the bone. After this motion has been made, 
then both inward and outward rotation with 
the arm at the side should be tested, and 
while usually this will be possible to the 
full amount, if any adhesions remain they 
can be easily overcome. 

After the full motion has been obtained 
the shoulder should be held fully extended 
so that the scapula rests upon the ribs at 
the back, and this can be best accomplished 
by adhesive plaster strapping. If for any 
reason this is not available, then bandages 
or sand-bags should be used for the same 
purpose, recognizing that in this position 
with the shoulder thrown back the surfaces 
of the bursa are separated, and consequently 
the liability of fresh adhesions forming is 
reduced to the minimum. Quiet for a day 
or two should be encouraged, and during 
this period local heat in any form will be 
of help, after which the patient should be 
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allowed to go about, encouraged in the use 
of the arm, but always with the shoulder 
erect. Usually no further trouble results. 
Occasionally, however, the peculiarity in the 
shape of the coracoid process is such that 
ordinary use of the arm is attended by irri- 
tation at that point so that it becomes a 
Under such 
circumstances, in case the scapula can be 


matter of serious consequence. 


held in its right position so that it is seen 
that the trouble at the tip of the process is 
due entirely to the peculiarity in its shape, 
and if other things have failed, an opera- 
tion should be performed and enough of the 
end of the coracoid process removed to 
allow motion without this obstruction. 

If the symptoms are those of acute in- 
fiammation of the bursa, rest in positions 
in which there is no strain, with local heat, 
the application of cautery, or similar meas- 
ures, will usually be all that is required, and 
if no previous trouble has been present, mo- 
tion should be started in a few days so that 
adhesions cannot form. 

If the chief trouble consists in the insta- 
bility of the joint so that repeated disloca- 
tion occurs, the erect position of the shoul- 
der should be tried first, since in this posi- 
tion fifty to sixty degrees less of rotation 
of the head of the humerus in the shoulder- 
joint is possible, and this in itself may be 
enough to correct the lack of stability. In 
one very obstinate case which the writer 
has seen, in which nothing short of an ex- 
tensive operation seemed to promise relief, 
the effect of position was tried, and with 
six months of use of a brace to maintain 
this position no further trouble has occurred 
in two years of free use of the arm, while 
previous to the change of the position of 
the shoulder the dislocation frequently fol- 
lowed very slight movements, such as rais- 
ing the arm or putting on the coat. 

In certain cases of injury the tendon of 
the supraspinatus muscle may be ruptured 
and the instability of the joint be such as 
to make it advisable to suture this in place. 
If as the result of injury loose pieces of 
bone exist in the joint, as in one case which 
the writer saw a piece of the glenoid 
cavity had been knocked off and was free, 
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these should naturally be removed. At other 
times the peculiarities in the shape of the 
coracoid process are such that it must exert 
a definite influence in the dislocation, and 
under such circumstances enough of the tip 
of this process should be removed so that 
this source of difficulty no longer exists, 
but whatever operation is performed or 
whatever the procedure the position of the 
shoulder afterward with the scapula flat at 
the back should be insisted upon. Anything 
short of this leaves the work only half done, 
and the joint is left with less stability than 
should be secured. Unless this is recog- 
nized many operations will fail, and if it is 
recognized many operations will not be 
necessary. 

In case the symptoms are pain in the 
arm or hand, the so-called brachial neural- 
gia or neuritis, the same correction of the 
position of the shoulder becomes necessary, 
and with the adhesive plaster strapping or 
braces this can usually be accomplished with 
entire relief of the symptoms. In one case 
which the writer has seen, however, the 
correction of the position in this way was 
not possible. The patient was a journalist, 
thirty-five years of age, who had always 
had sloping shoulders, and always stood 
with the body bent forward. For a year 
and a half previous to his being seen he 
had had intense pain in the arm whenever 
he attempted to write, so that dictation in 
everything became necessary, but even with 
this whenever the body was inclined for- 
ward more than usual for a short time the 
arm pain developed and was so intense that 
the patient’s general health was becoming 
At the time of the first 
mechanical 


much impaired. 
examination the 
recognized, but it was also recognized that 
the upper part of the scapula was flexed 
sharply forward so that when the attempt 
was made to carry the shoulder back the 
tip of the scapula crowded into the ribs and 
caused pain at that point. To unconsciously 
relieve this pressure the scapula was rotated 
so that the long axis in its upward inclina- 
tion was directed farther to the outside, but 
this naturally lowered the glenoid cavity, 
and in this the brachial plexus was again 


feature was 








THERAPEUTIC GAZETTE. 


compressed, so that in spite of all that 
could be done by simple means the mechan- 
ical conditions, causing either the compres- 
sion of the brachial plexus or the crowding 
of the tip of the scapula into the ribs, per- 
After reasonable trial of non- 
operative measures unsuccessfully, an oper- 
ation was performed, in which the flexed 
upper angle of the scapula was removed, 
and following this the shoulder could easily 
be carried erect with the entire disappear- 
ance of the pain, so that free motion of the 
arm is now possible. With the disappear- 
ance of the pain and the ability to use the 
arm in the normal position, and at the same 
time with the ability to stand erect, there 
was not only a return of the full power of 
the arm, but marked improvement in the 
general health, the same as had been seen 
in the other cases of like nature. 


sisted. 





TREATMENT OF TETANUS BY CHLO 
RETONE. 





Hutchings in the Annals of Surgery for 
July, 1909, states that he has become con- 
vinced, as the result of experiments, that 
chloretone is the best substance that has 
thus far been employed for controlling the 
He 
has treated six cases with five recoveries. 
Of these one was mild, one moderate, one 
fulminating. It is to be noted that in the 
first case the patient suffering from a 
crushed phalanx exhibited an incubation 
period of six days. This patient was given 


muscular manifestations of tetanus. 


1500 units of antitetanic serum every twen- 
ty-four hours, with large doses of mor- 
phine, chloral, and bromides. He steadily 
became worse for four days, when clonic 
convulsions were frequent and severe and 
opisthotonos was well marked, though the 
teeth could be slightly separated and the 
patient could swallow. The administration 
of 30 grains of chloretone dissolved in half 
a glass of whisky was followed in a few 
minutes by natural sleep, with natural re- 
laxation. During this period the jaws 
could be opened to their fullest extent. This 
quiet sleep of five hours’ duration was fol- 
lowed by a moderate return of convulsive 
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symptoms, for which 20 grains of chlore- 
tone and whisky were given. Following 
this there was a period of rest and quiet 
for twelve hours, during which the patient 
could readily swallow and take nourish- 
ment freely. Thereafter the convalescence 
seemed perfectly smooth for some days, 
when the patient was seized with a severe 
shocking pain in the belly, attended with 
rapid pulse and high temperature, and re- 
sulting fatally in a few hours. 

Autopsy showed a perforation of the 
colon. All the symptoms suggested a com- 
plete recovery from his tetanus. 

The second patient exhibited a period of 
incubation of six days, the infection having 
been acquired during the progress of an 
abortion. Two days later clonic convulsions 


The 


patient was anesthetized, her uterus curet- 


came on, which increased in severity. 


ted, and 30 grains of chloretone dissolved 
in whisky was given. It was almost imme- 
diately regurgitated. Two thousand units 
of antitetanic serum was also given intra- 
venously. On recovering from the anes- 
thetic she was unable to swallow, and all 
previous symptoms returned. Thirty grains 
of chloretone dissolved in hot olive oil was 
One hour 


later the patient was sleeping quietly, with 


given per rectum and retained. 


relaxed muscles, and the mouth could be 
opened to its fullest extent. On awakening 
from this sleep there was some return of 
rigidity, but the jaws could be opened and 
nourishment could be taken readily. The 
chloretone was repeated, and in thirty min- 
utes she was sleeping quietly, completely 
relaxed. Thereafter recovery was uninter- 


rupted, the chloretone being repeatedly 


given. Each day three thousand units of 
antitetanic serum was given subcutaneously. 

The third case, a mild one, exhibited an 
incubation period of ten days, the wound 
of infection having been inflicted by a blank 
cartridge. The yielding to treatment was 
prompt and complete. 

In the fourth case the incubation period 
was uncertain, there having been some plas- 
The 
chloretone treatment seemed to be entirely 
efficacious. 


tic work done for the original injury. 
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The fifth case was a mild one following 
extraperitoneal shortening of the round 
ligament. The incubation period was twelve 
days, and the treatment was efficacious. 

The sixth case, an alcoholic suffering 
from compound fracture of the right arm 
at the elbow, exhibited an incubation period 
of four days. As is usual in such cases, 
the symptoms were extremely pronounced. 
Seventy-five grains of chloretone in 2 
ounces of hot olive oil, given by the rectum, 
was followed by quiet sleep and relaxed 
muscles. Cultures from the wound were 
positive for tetanus. On awakening there 
were occasional slight tonic contractions, 
and 50 grains of chloretone to the ounce of 
olive oil was given per rectum. This was 
followed by a period of quiet until severe 
clonic convulsions ensued. Fifty grains of 
oretone in olive oil per rectum was al- 
On account of 
the frequency and severity of the convul- 


most immediately expelled. 


sions, the patient was anesthetized and 50 
grains of chloretone in 1 ounce of whisky 
The effect 
was almost immediate, the patient sleeping 


was given per stomach tube. 
quietly, with relaxed muscles. A few hours 
later the pulse became rapid and weak and 
the patient perished. 

This contribution is one of great impor- 
tance, since in spite of laboratory teachings 
the profession has remained somewhat 
skeptical in regard to the efficacy of any 
of the treatments advocated and practiced 
for the cure of a developed case of tetanus. 
There is perhaps a general consensus of 
opinion to the effect that preventive doses 
But 
proof as to the efficacy of either the anti- 


of antitetanic serum are serviceable. 
toxin injections or any other means of treat- 
ment is still wanting. Many of the success- 
ful cases reported as incident to the use of 
antitoxin belong to the category which re- 
cover under any treatment. These cases 
have usually been such as exhibited a long 
The 


fatality of the short incubation cases is gen- 


incubation period. almost absolute 
erally recognized; hence the great impor- 
At least two 
of Hutchings’s cases belong to the type in 


tance of reporting all such. 


which the mortality is practically absolute. 
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It is to be noted that in all cases the wound 
was thoroughly cleaned and treated with 
peroxide of hydrogen; that in all cases full 
doses of antitoxin were given, and that the 
chloretone is apparently regarded by the 
reporter as serviceable not in combating the 
toxin but rather as a means of providing 
complete rest for the patient and producing 
a muscular relaxation which facilitates his 
treatment. 

In this relation the careful traversing of 
the whole subject by Hessert (Surgery, 
Gynecology and Obstetrics, August, 1909) 
is of interest. The cases he reports are 
mostly taken from the records of a single 
hospital in the last eight years, and are 15 
in all. Of 10 acute cases 9 died; of 5 
chronic cases 1 died. Hessert’s conclusions 
are to the effect that prophylactic injections 
of antitetanic serum are of great value in 
preventing the development of tetanus. 

After the onset of the disease the local 
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treatment of the wound, aside from the 
usual antiseptic measures, should include 
the use of balsam of Peru, a remedy which 
has been shown to possess some antagonistic 
action on the tetanus toxin. 

None of the many special methods of in- 
jecting the antitoxin has proven of value, 
and some of them are too dangerous for 
general use. Subcutaneous injections of 
serum in massive doses will yield equally 
good, if not better, results. 

Spinal injections of magnesium sulphate 
solution, by eliminating the spasms, will 
tide many a patient on to recovery who 
would die under any form of serum treat- 
ment alone. This form of treatment is 
destined to lower the death-rate from tet- 
anus more appreciably than anything which 
has been advanced heretofore, including the 
discovery of the specific serum. Great care 
should be exercised in arriving at the 
dosage. 





REPORTS ON THERAPEUTIC PROGRESS. 


THIOSINAMINE IN OTOLOGY. 


To the Medical Record of June 26, 1909, 
FERNANDEZ contributes an article on this 
subject in which he tells us that for the past 
eighteen months experiments were carried 
out with thiosinamine in the treatment of 
chronic adhesive otitis media, and although 
the experience was short and the cases few, 
the results were so uniform that the author 
feels justified in making some remarks 
about this drug, which has, with or without 
reason, awakened wide-spread enthusiasm 
in several branches of medicine, but espe- 
cially in otology. 

It is well known that to this drug is 
attributed the power of softening cicatricial 
tissue. This was discovered by von Hebra 
while he was using it in the treatment of 
lupus. It has been used with regular suc- 
cess at times in the treatment of cicatricial 
contractures of the esophagus and rectum, 
and lately it has been tried in urethral stric- 
ture. 

Tousey in 1897 first used thiosinamine in 


otology, and Tapia in 1903 made extensive 
experiments with the drug. This drug does 
not give good results in any otitis outside of 
the adhesive variety, but it has been suc- 
cessful in some cases of the adhesive otitis. 

The author has, however, used thiosina- 
mine associated with antipyrin (according 
to Mitchel’s prescription) in six cases of 
adhesive otitis, and the results have been 
far from satisfactory. 

The first three cases were in young, ro- 
bust men, and able to support the drug 
pretty well at the beginning of the treat- 
ment; but there were lancinating pains in 
the ears, and although the suppuration did 
not return the author did not feel justified 
in using the drug again. These three cases 
had been for over three months. without 
suppuration, and with no symptoms outside 
of the deafness which was marked in all of 
them. 

The fourth case was that of a lady of ad- 
vanced age, suffering from adhesive otitis 


of a very chronic character. In her case, 
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after three instillations it was necessary to 
stop the use of the drug on account of the 
severe pains which it caused. 

Case fifth was that of a young man about 
thirty, who had had no suppuration for six 
weeks previous to the beginning of the 
treatment. The author began to use the 
drug, taking special precautions, and after 
two weeks of instillation he also practiced 
tympanic massage. One week after the 
suppuration was reéstablished, and he had 
to stop the use of the drug on that account, 
and also because there was some pain in 
the ear. 

The last case was almost identical with 
case fifth, and the patient is at present un- 
der treatment for the suppurative discharge 
caused by the drug. 

It is evident the results in these experi- 
It is 
asserted, however, that a combination of 
thiosinamine and sodium salicylate is less 


ments were not very encouraging. 


apt to provoke these accidents than when 
thiosinamine is used alone; the author pro- 
poses to experiment with this combination 
before rejecting the drug altogether. 





WHEN TO INTERFERE IN PREGNANCY 
AND LABOR. 

NEWELL writes in the Boston Medical and 
Surgical Journal of June 24, 1909, on this 
topic. He thinks the two principal condi- 
tions which we have to consider are hemor- 
rhage and the toxemias of pregnancy. It is 
well recognized that any flowing occurring 
after the beginning of pregnancy is defin- 
itely abnormal in the vast majority of cases, 
and usually means that some more or less 
serious condition is present. Of course, 
during the earlier months the probability is 
so largely in favor of a threatened miscar- 
riage, and even a gentle examination is so 
liable to precipitate labor, that it is often 
wiser to treat the case expectantly in the 
total absence of other symptoms, on the 
theory that the condition is one of threat- 
ened miscarriage. It must, however, be 
borne in mind that an abnormal pregnancy, 
such as an extra-uterine pregnancy or a 
hydatidiform mole, may be present and an 
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early diagnosis may be important. For this 
reason examination is often necessary when 
under other circumstances it would not be 
advisable. Another condition, the recogni- 
tion of which is very important, is carci- 
noma of the cervix, for if this is recognized 
in the early months of pregnancy not infre- 
quently a radical operation holds out a hope 
of cure, whereas if the patient is allowed to 
go through her pregnancy without the con- 
dition being discovered, the operation be- 
comes hopeless and the patient’s life is for- 
feited. 
nancy 


During the later months of preg- 


hemorrhage usually means some 
form of placenta previa, and the importance 
to the patient of the diagnosis of this condi- 
tion the loss of blood becomes 


serious enough to threaten her life is so 


before 


great that all steps to make a diagnosis, 
even dilatation of the cervix intra- 
uterine palpation, although occasionally a 


normal pregnancy may be sacrificed by 


and 


these means, are preferable to allowing the 
patient to go through her pregnancy in fan- 
cied security when in reality a fatal out- 
come of the case is never far distant. If, 
on examination, a placenta previa is discov- 
ered, the pregnancy should be ended at once, 
except in the rare cases in which a few 
weeks may mean the delivery of a viable 
child, and the patient can be put under such 
conditions as are present in a hospital, 
where delivery can be accomplished at any 
recurrence of threatening conditions. 

In the toxemias of pregnancy the ten- 
dency on the part of the profession has 
been to defer interference until such seri- 
ous symptoms arise as to force operation. 
Unquestionably many patients’ lives have 
been sacrificed in a misguided attempt to 
produce a pregnancy which has been recog- 
In the 
hyperemesis of early pregnancy the recov- 


nized as definitely pathological. 
ery of many neurotic cases, after a serious 
condition has been reached, has led to the 
neglect of many toxemias which should 
The 


diagnosis between the two conditions is 


have demanded prompt attention. 


often impossible, but it seems that the only 


safe course is to terminate a pregnancy 
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when the condition fails to yield to careful 
treatment before the patient’s condition be- 
comes desperate. There is little chance 
after a patient shows definite signs of fail- 
ing power that a normal conclusion of 
pregnancy can be reached, and the longer 
operation is deferred the more serious the 
prognosis of the operation. 

In the later months of pregnancy the 
toxemia usually takes the form of eclamp- 
sia, and in the majority of cases the con- 
vulsive attacks are preceded by marked 
prodromal symptoms, usually sufficient to 
call the patient’s attention to the fact that 
the pregnancy is abnormal. In most cases 
prompt eliminative treatment will reduce 
the toxemia and enable the patient to go 
through pregnancy without further trouble, 
though an attitude of constant watchful- 
ness on the part of the attendant must be 
maintained. If, however, the toxemic 
symptoms do not promptly yield to treat- 
ment, if the symptoms increase in spite of 
treatment, or if when the patient is first 
seen convulsions have already occurred or 
the symptoms are threatening, pregnancy 
should be ended at once for the benefit of 
the patient, as many lives have been sac- 
rificed in the playing with fire. 

In conclusion, the author states that any 
departure from the normal in pregnancy 
and labor demands immediate careful in- 
vestigation, and that the earlier the abnor- 
mal conditions are recognized and met the 
better the outcome for the patient. He 
takes exception to the view that any prac- 
titioner of medicine is fit to take care of an 
obstetrical case, as has been the custom, his 
reason being that although trouble so sel- 
dom arises that a man may handle many 
cases without mortality, nevertheless any 
case may prove to be one which needs im- 
mediate expert attention. His opinion is 
that no man who is not qualified to recog- 
nize abnormalities when they first appear 
and deal with them promptly, or be willing 
to call in a consultant to aid him when 
symptoms first appear, should ever take 
charge of a case of pregnancy and labor, 
and if this condition is met the reproach 
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which has been cast on the profession that 
the mortality in general, both as regards 
mother and child, has not improved mate- 
rially in the last twenty years in spite of 
the opportunity for improvement made pos- 
sible by the advances in surgical technique, 
will be removed. Many practitioners are, 
however, trusting to luck in the handling 
of obstetric cases who would never dare to 
handle a serious medical or surgical case 
without consultation, and consultation at 
the least suspicion of trouble, and to this 
attitude we owe most of our bad results. 





THE FUNDAMENTAL CONCEPTIONS 
WHICH SHOULD GOVERN MOD- 
ERN OBSTETRIC PRACTICE. 

In the Boston Medical and Surgical Jour- 
nal of June 24, 1909, ReyNoLDs in writing 
on this subject says that we were taught 
twenty years ago that 95 per cent of obstet- 
ric cases needed no attention, and that false 
dictum is still quoted. It is absolutely un- 
true. It is true that about 95 per cent of 
labors will eventually result in a living 
child without operative interference, and 
that 97 or 98 per cent of the mothers will 
survive, but this is not all that is demanded 
of us to-day. Many such children die after- 
ward, and many such mothers are the worse 
off for life, and we can give them better 
results than this. Most women are the 
better off for some sort of care in labor, 
but we must differentiate between the dif- 
ferent classes of assistance. 

The author estimates that 75 per cent of 
all women were definitely the better for 
trained attendance in labor in minor ways: 
the care of the perineum, the hurrying of 
labor by proper management of the mem- 
branes, the occasional use of anesthesia, 
and the many small attentions which are 
the common property of the profession to- 
day. 

Reynolds thinks most of us will agree 
that at least 60 per cent of primipare have 
more favorable, less exhausting labors, and 
better convalescences, if the head is lifted 
over the perineum by the low application of 
forceps, and everybody knows that the per- 
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centage of still-births is less in cases treated 
in this way than after long perineal stages. 
It is also probable that 10 to 15 per cent or 
more of multipare are the better for having 
a short stage under the use of low forceps. 

On the other hand, it is difficult, if not 
impossible, to estimate the percentage of all 
cases in which modern obstetricians advo- 
cate the use of high extractions, but the 
number of even these cases will certainly be 
much larger than the old-fashioned five per 
cent of pathological labors which needed 
some attention. Much must depend on the 
operative ability of the obsetetrician and on 
his capacity for tentatively planning out the 
campaign beforehand. 

The estimation and classification of pa- 
tients before labor imply the estimation 
of their mechanical conditions by physical 
and the 


examination their 


vital qualifications by history, symptomatol- 


estimation of 
ogy, and physical examination. In practice 
The 
determination of the degree of mechanical 
difficulty of adaptation may be difficult or 
even impossible in primiparz without the 
supreme test of labor, but the separation of 


all primiparz should be measured. 


primipare into those in whom some ques- 
tion of difficulty exists and those in whom 
all the conditions are easy requires but a 
single examination, and such foreknowledge 
is of the utmost value to their interests. 

It has long been said that women will 
not consent to examinations before labor; 
that, desirable as such general measurement 
is, it is impossible to adopt it in private 
practice, and this was certainly at one time 
true. The author believes it to be utterly 
untrue among the intelligent classes to-day. 
The women of this community at least are 
almost invariably ready to take any precau- 
tion which is urged upon them as necessary 
by a physician whom they trust. The real 
difficulty is that most physicians are still 
insufficiently impressed with its importance. 
All primiparz should be measured, and all 
should be estimated from the vital stand- 
point so far as this is possible. 

It is not necessary to examine all multi- 
pare, but all multiparzee who have had diffi- 
cult labors, or who have had unfortunate 
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results from labor, should be examined in 
the most careful and thorough way in ad- 
vance of the next labor. In the judgment 
of the author, the essential thing of all 
others in obstetrics for the general practi- 
tioner to learn is that, in the eyes of those 
best qualified by skill and experience to 
judge the question, nothing can wholly take 
the place of a thorough examination during 
without which that most im- 
portant of all the principles of modern 
obstetrics, prophylactic operating, can hard- 
ly be wisely undertaken. 

The author thinks he may be allowed to 


pregnancy, 


interpolate in conclusion at this point, and 
for fear of misunderstanding, that prophy- 
lactic operating does not mean the indis- 
criminate use of operative labor, or the use 
of operative extractions before any unfa- 
vorable conditions nave arisen; but that it 
does mean a resort to operation at the very 
first indication of the appearance of unfa- 
vorable conditions which have been fore- 
seen, anticipated, and provided for. 

In summary of his three points, he thinks 
that all believe 
that mechanical obstacles of clinical impor- 


~ 


obstetric authorities now 
tance are far more common than was for- 
merly taught; that excessive pain in labor 
is a serious evil per se; that most obstetric 
difficulties can be avoided if they have been 
foreseen; and, finally, and on all these 
counts, that careful skilled study before 
term is the most important technical ele- 
ment in the management of difficult labor. 





ALCOHOL INJECTIONS IN NEU- 
RALGIAS. 

KILIANI in the Medical Record of June 
5, 1909, reports his results with this plan of 
treatment. The amount of 80-per-cent al- 
cohol injected is from 1 to 4 Cc. The in- 
jection is done without narcosis, first, be- 
cause hardly any of the patients who have 
gone through so much object to the pain 
produced by the injections, which appar- 
ently is not more severe than any of their 
paroxysms; secondly, the patients ought to 
be awake, because they are in a position to 
describe, during the injection, the course 
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the alcohol seems to take. They at once 
feel the nerve branches affected by the in- 
jection. The result, in many instances, 
where the injection has been well executed, 
and miraculous for the 
patients. Pain that has persisted for years 
in its most violent form, leading the pa- 
tients to the most indiscriminate use of 
morphine or to repeated attempts at suicide, 
disappears instantly within one minute. 


is instantaneous 


Other cases, again, require a number of 
injections, and the improvement is more 
slow, consuming about two weeks of time. 

What is the risk of the treatment? Of 
surgical accidents which the author has 
personally experienced, he mentions, first, 
that in one case in which he injected the 
second branch through the infraorbital 
foramen he got an oculomotor paresis, 
which lasted for three weeks, and which 
was, of course, exceedingly annoying to 
the patient. In another case—the patient 
was a colleague—the result from injection 
into the third branch was an instantaneous 
paresis of the facial nerve, with dropping 
of the mouth, flowing of saliva, inability to 
whistle, and so on, which lasted for about 
two weeks. Schloesser has informed the 
author that he got in three cases, from in- 
jections into the second branch, a herpes 
gangrenosus, one of which was of a serious 
nature, with linear gangrene of the skin 
leading down to the bone of the upper jaw 
—a serious surgical complication, which 
lasted for several months. The author 
states that the nearest he ever got to such 
an experience as this was a slight scaling 
of the skin of the wing of the nose, the 
upper and lower lip, showing a slight dis- 
turbance of the superficial sensory and 
trophic nerves of the skin. 

As to the oculomotor paresis, mentioned 
above, the author assumes that he pierced 
with the needle the periosteum of the orbit, 
so that the alcohol affected primarily the 
muscles of the eye, and secondly, the end- 
fibers of the nerves in the muscles of the 
oculomotor nerve. How he reached, in the 
second case mentioned, the facial nerve or 
one of its branches the author is unable to 
explain. 
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The treatment of motor or mixed nerves 
is an entirely different matter. Tic convul- 
sif can be treated by alcohol injections, but 
the solution has to be weaker, 60 to 70 per 
cent, and the dosage has to be given very 
carefully, as we want to produce only a 
slight paresis, and not a paralysis. 

The injection of alcohol into the sciatic 
nerve was in the beginning a failure, as the 
motor fibers were paralyzed with the sen- 
sory fibers in this mixed nerve. But since 
the injection into the trunk has been given 
up, to be supplanted by injection into the 
end branches, as the sural nerve, the pero- 
neal branch, the posterior cutaneous nerve, 
and so on, combined with injections of one- 
tenth of one cubic centimeter into the sacral 
foramina, the results have been good. The 
author’s personal experience in this line is 
so limited that he is not in a position to 
give any statistics of value. But in prop- 
erly selected cases, in which every other 
treatment fails, injections executed with 
the proper care are doubtless recommend- 
able. 

To return to facial neuralgia, the ques- 
tion arises as to whether those patients are 
cured. There seems to be no permanent 
cure for facial neuralgia, gasserectomy in- 
cluded. After peripheral resection the pain 
always seems to recur. Gasserectomy is 
pronounced the only absolute, certain, per- 
manent cure by its inventors and their fol- 
lowers. The author has treated by injection 
and freed from pain six cases of intra- 
cranial operations, with complete recurrence 
of pain worse than before the operation. 
Of these six operations there were four 
gasserectomies performed by our best sur- 
geons, and two Abbe operations, performed 
by himself. Therefore it would seem that 
there is no permanent cure for neuralgia. 

Of the 190 cases treated by the author by 
injection, 42 per cent have had no recur- 
rence to date. If only those of his cases 
are taken into consideration where at least 
eighteen months’ time has elapsed since the 
time of the injection, 21 per cent have re- 
mained free from pain for that length of 
time. In the other cases, the time when the 
recurrence appeared varied from three 


months to two years. Of course, it cannot 
be denied that it is possible that some of 
these cases, treated three years ago, and 
free from pain since then, may show a 
recurrence at some future time. 
of it? 
the branch 


But what 
One or two further injections into 
affected will, in most cases, 
again allay the pain. His general impres- 
sion is that the recurrences become rarer, 
their intensity less, and the author expects 
that a number of these cases which have 
recurrences will eventually remain free al- 
together. On the other hand, it is his be- 
lief that in a very few cases the recurrent 
attacks are fully as severe and less prone 
to yield to treatment. 





ON THE USE OF ATROPINE SULPHATE 
AND ATROPINE METHYL BROMIDE 
IN DIABETES MELLITUS. 

RupbIscH contributes to the Medical Rec- 
ord of June 26, 1909, a paper in which he 
tells us that during the past two and a half 
years he has carried on a series of clinical 
experiments in the wards of Mount Sinai 
Hospital and in private practice to deter- 
mine the value of certain atropine salts in 
cases of diabetes mellitus. The results of 
this method of treatment have proved so 
satisfactory that he desires briefly to record 
the most striking features in the hope that 
others may be led to continue these investi- 
gations. 

No attempt was made to select cases. 
His series include severe cases as well as 
mild ones with very varying periods of dur- 
ation. The ages of the patients ranged from 
nine to over seventy years. A carbohy- 
drate-free diet was always given at the be- 
ginning of the treatment in conjunction 
with the atropine. 

The action of atropine may be summed 
up under the following heads: (1) Reduc- 
tion in the amount of sugar excreted; (2) 
increase in carbohydrate tolerance. 

1. It was uniformly observed that glyco- 
suria disappeared much more rapidly under 
this combined form of treatment than with 
the customary antidiaebtic diet alone. 


It is 
a common experience that while a strict 








REPORTS ON THERAPEUTIC PROGRESS. 791 


carbohydrate-free diet will usually cause a 
marked diminution in sugar excretion, 
traces of sugar will still remain in the urine 
or appear from time to time. In these cases 
the use of atropine in sufficient dosage has 
invariably resulted in a complete suppres- 
sion of the glycosuria. Interruption in the 
administration of the drug without change 
in diet has been followed in many of the 
author’s cases by the reappearance of sugar 
in the urine, but this glycosuria could al- 
ways be made to disappear again promptly 
by resuming the atropine. 

2. The influence of atropine in increas- 
ing carbohydrate tolerance is manifested in 
two ways. The writer asserts he has fre- 
quently noted that an amount of carbohy- 
drate sufficient to cause glycosuria in a 
patient whose urine has become free from 
sugar, but who is not taking atropine, will 
be perfectly well tolerated as soon as the 
atropine is administered. Secondly, after 
the prolonged administration of atropine 
the tolerance for carbohydrates increases 
much more rapidly than after a period of 
antidiabetic diet alone. The appearance of 
glycosuria in such cases is the signal to re- 
sume the atropine, and even without any 
reduction of the carbohydrate this fre- 
quently is sufficient to cause the urine to 
become again sugar-free. 

The author has administered the atropine 
in the form of the methyl bromide and the 
sulphate. The former has the advantage 
of being much less toxic, but its effects are 
not so prompt as those of the sulphate. Its 
cost, moreover, limits its use. As the in- 
itial dose of the methyl bromide he has 
given gr. 2/15 t. 1. d. to adults, gradually 
increasing this by gr. 1/15 until gr. 8/15 
t. i. d. is being taken. In one case three 
grains were given daily over a short period 
with no other toxic effect than dryness of 
the throat. The initial dose of atropine 
sulphate should be gr. 1/150 t. i. d., which 
may be gradually increased to gr. 1/20 t. 1. 
d. Children require a dosage proportionate 
to their age. The author’s youngest pa- 
tient, a nine-year-old boy, received an in- 
itial dose of gr. 1/250 of the sulphate three 
times a day, and this dose, in the course of 








several months, was gradually increased to 
gr. 1/10 per diem. 

It is noteworthy that these unusually 
large amounts of atropine are well toler- 
ated, provided the initial dose is small and 
the increase gradual. It is not necessary 
to attain the maximum dose in the major- 
ity of cases, however, much _ smaller 
amounts often causing the glycosuria to 
disappear. With the appearance of the 
first toxic symptom, usually a marked dry- 
ness of the throat, the atropine was either 
stopped entirely, or, more often, the at- 
tempt to increase the dosage was tempo- 
rarily abandoned. It was always possible 
to resume the drug after a period of rest. 

While the tolerance for atropine varies 
in different individuals the author has not 
observed a single case in which a peculiar 
susceptibility totally precluded the admin- 
istration of one or other of the salts previ- 
ously discussed. In no instance was an 
atropine “habit” acquired, nor were there 
any deleterious effects upon the general 
health observed from its prolonged admin- 
istration. 





THE THERAPEUTIC VALUE OF THE 
CALCIUM SALTS IN GASTRIC 
TETANY. 

In studying a case of tetany KINNICUTT 
reached the following conclusions, which 
he has published in the American Journal 
of the Medical Sciences for July, 1909: 

1. The rapid and controlling effect of the 
soluble calcium salts upon the tetanic symp- 
toms. 

2. The maintenance of this’ effect only 
by their continued use. 

3. The comparatively slight effect of 
large infusions of salt solutions, used alone. 

4. The slight influence, if any, of para- 
thyroid preparations (nucleoproteid) given 
by the mouth in controlling the hyperex- 
citability of the nervous system. The effect 
of the nucleoproteid given subcutaneously 
cannot be estimated positively in the present 
instance, as it was given alone only during 
a period of twenty-four hours and when 
the tetanic symptoms had been controlled 
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practically by the calcium salt. A distinct 
renewal of the spasm at the end of this 
interval led to the renewed use of the cal- 
cium salt in combination with the parathy- 
roid material. The demonstration of the 
controlling influence of the soluble calcium 
salts upon the characteristic symptoms of 
at least one important variety of human 
spontaneous tetany—the tetany of gastrec- 
tasis, with stagnating stomach contents— 
suggests a probable similar therapeutic 
value of these salts in other forms of the 
disease in human beings. 

5. The occurrence of typical tetanic 
spasm in a case of gastrectasis with para- 
thyroid bodies of normal anatomical -struc- 
ture and, presumably, of normal function- 
ing power. 

The facts elicited in the clinical and 
pathological study of the cases add little to 
our positive knowledge of the pathogenesis 
of gastric tetany. A profound disturbance 
of the calcium metabolism would seem 
probable in the present instance. The ex- 
planation of it is difficult. There is much 
experimental evidence to show that the 
parathyroid secretion in some way controls 
the calcium exchange in the body, yet in the 
present instance the functioning power of 
the parathyroids presumably was normal. 
The generation of a poison of unknown 
nature in such amount as to cause a relative 
functional inadequacy of the parathyroid 
bodies can only be a matter of conjecture. 





THE VALUE OF THE MIXED TOXINS 
OF ERYSIPELAS AND BACILLUS 
PRODIGIOSUS IN INOPER- 
ABLE SARCOMA. 

In the Detroit Medical Journal for June, 
1909, CoLEy reviews the results obtained by 
this plan of treatment during the last six- 
teen years. He believes that the indications 
for the use of the toxins are as follows: 

1. In all cases of inoperable sarcoma, ex- 
cept the melanotic, which are probably of 
epithelial origin. 

2. In cases of sarcoma originating in the 
long bones, in which operation means the 
sacrifice of the limb. 
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3. Immediately after operation (within a 
week or two) in all cases of primary oper- 
able cases, as a prophylactic against recur- 
rence. 

1. In addition to the foregoing, after 
primary operations for carcinoma, as a 
prophylactic against recurrence. 

The use of the toxins as a prophylactic 
after operation he believes offers by far the 
most important field of all, the proportion 
of recurrences in his own experience thus 
far being less than 25 per cent, whereas in 
cases in which the toxins were not used 
after operation the proportion of recur- 
rences has been fully 75 per cent. 

While he does not believe that nearly so 
good results are likely to follow the use of 
the toxins after operation for carcinoma, 
yet inasmuch as the treatment, if properly 
given, is free from danger and entails little 
discomfort to the patient, it is certainly 
worth trying and recurrence may be pre- 
vented in a goodly number of cases. 

As regards the dangers from the use of 
the toxins, he states that personally he has 
found the administration of the mixed 
toxins practically free from danger. How- 


ever, he has learned of several fatal cases- 


in the hands of other men, which, taken 
together, show that there are certain risks 
connected with the treatment. He believes, 
however, that if the precautions he has 
always made it a point to carefully empha- 
size in former papers are observed, these 
risks will be reduced to a minimum. Most 
of the fatal cases that have occurred have 
been due to a neglect of these precautions. 

In one fatal case an initial dose of 5 
minims was given directly into a vascular 
tumor ; in another case an initial dose of 20 
minims. In the first case the patient died 
within fifteen minutes; in the second she 
remained comatose for twenty-four hours, 
but finally recovered and continued to take 
the toxins for more than a year. She is at 
present well, without recurrence, upward 
of two years. The toxins are like morphine 
and strychnine, very dangerous when im- 
properly used, and they certainly should 
never be used by any one unwilling to take 
the trouble to learn their dosage. 
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In most of the few fatal cases death re- 
sulted from embolism. 

Coley states that he now no longer injects 
the initial dose directly into the tumor, but 
first tests the susceptibility of the patient by 
systematic injections in the buttocks or pec- 
toral region. After a few such injections 
local treatment may be begun, but always 
with a minimum first dose. He rarely gives 
more than one-sixth minim into the tumor 
in children, especially if situated in the neck 
or mediastinum, and never more than one- 
fourth minim in adults. 

Coley states that up to the present time 
he has had 51 cases of inoperable sarcoma 
successfully treated with the mixed toxins 
of erysipelas and bacillus prodigiosus. Of 
these 35 have remained well from three and 
a quarter to sixteen years, 14 from ten to 
sixteen years, and 28 well from five to six- 
teen years. To the 26 successful cases pub- 
lished by him in the American Journal of 
the Medical Sciences for March, 1906, he 
has added 15 others. 

In the first 36 cases there was, in addi- 
tion to the tumors being adjudged inoper- 
able by leading surgeons, a careful micro- 
scopic diagnosis made in all but two 
instances. One of these cases was a large 
tumor of the sacrum, pronounced sarcoma 
and inoperable by the attending physicians 
and surgeons in St. Luke’s Hospital of New 
York. The patient had lost 40 pounds in 
weight, and could not walk without assist- 
ance. The tumor entirely disappeared un- 
der two months’ treatment with the mixed 
toxins. In three months the patient had 
regained his normal weight and resumed 
his work. He is well at the present time, 
fourteen years later. 

The other case was a large, inoperable 
sarcoma of the right iliac fossa, highly 
vascular, pronounced sarcoma by Dr. G. F. 
Fowler, of Brooklyn, after an exploratory 
laparotomy. The tumor disappeared under 
the toxin treatment and the patient re- 
mained well eight years, when he died of 
another disease. 

Dr. Coley states that the majority of 
these cases had been shown from time to 
time before the New York Surgical Society, 
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some of them sixteen years after treatment. 
At the Hartford Medical Society last year 
he showed three cases, residents of Hart- 
ford. One, an enormous sarcoma of the 
gluteal region, well fourteen years, was re- 
current and had been pronounced inoper- 
able when he began the treatment. The 
second case was a spindle-celled sarcoma 
of the breast and pectoral region, which 
was treated under his direction—well thir- 
teen years. The diagnosis had been con- 
firmed by Dr. W. H. Welch, of Johns Hop- 
kins. The third case was a round-celled 
sarcoma of the tonsil and larynx, with 
metastases in both cervical regions. Entire 
disappearance under six months’ treatment; 
well at present, two years afterward. 

Dr. Coley’s concluding remarks are as 
follows: “It is natural that any new meth- 
od of treatment of disease should stand a 
certain definite test before it can hope to 
secure recognition. When it comes to the 
consideration of a new treatment for malig- 
nant tumors, we must not wonder that a 
profession, with memories overburdened 
with a thousand and one much-vaunted 
methods that have been tried and failed, 
takes little interest in any new method and 
shows little inclination to examine into its 
Cold indifference is all it can ex- 
pect, and rightly, too, until it has something 
besides novelty to offer in its favor.” 


merits. 





THE PHYSIOLOGICAL ACTION OF 
DIURETICS AND THEIR COM- 
PARATIVE VALUE. 

In American Medicine for June, 1909, 
PoRTER writes on this topic. He says that 
in those cases in which there is general 
venous engorgement with marked swelling 
of the epithelial cells of the uriniferous 
tubules, and as a sequence positive compres- 
sion obstruction of the intertubular plexus 
of blood-vessels, digitalis is, par excellence, 
the remedial agent, because it has greater 
power to overcome the mechanical obstruc- 
tion to the circulation than any other drug 
or compound. It tends, as it were, to lift a 
larger volume of blood over from the ve- 
nous to the arterial side of the circulatory 
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system. The digitalis increases, positively, 
the force of the cardiac muscular contrac- 
tion; it increases the tension of the veins 
as well as of the arteries, and thereby ex- 
pands or increases the volumetric pressure 
within the splanchnic arcade, including the 
renal arteries and the capillary vessels 
within the glomeruli. Now if there is an 
obstruction to the free exit of blood from 
the efferent vessel of the glomeruli, no mat- 
ter where the obstruction exists, one of 
three things must occur: First, there is 
arrest of the renal circulation and absolute 
suspension of renal function; secondly, if 
this does not occur, the walls of the blood- 
vessels in the glomeruli will rupture and 
blood will be discharged into the uriniferous 
tubules; and thirdly, or what more fre- 
quently occurs—as nature always takes the 
simplest method for reliefi—the water of 
the blood is discharged in large volumes 
from the vessels of the glomeruli into the 
lumen of the tubules, which results in a 
great increase in the watery and saline in- 
gredients only of the urine. Withdrawal 
of large volumes of water at this point in 
the vascular system of the renal glands 
greatly relieves the pressure in the second- 
ary or intertubular plexus of vessels. This 
is followed by a more nearly normal flow 
of blood through this secondary system, and 
there naturally follow greater nutritive ac- 
tivity on the part of the renal cells and 
greater secretory and oxidation reduction 
activity on the part of the renal cells. Now 
the nitrogen-bearing catabolins are in- 
creased in amount and in perfection of 
formation, so that, under these circum- 
stances, the ultimate result of the action 
of digitalis is to increase both quantity 
and composition. 

On the other hand, if there is no obstruc- 
tion to the exit of blood from the kidney, 
digitalis simply drives the blood more rap- 
idly through the vessels of the renal glands 
and diminishes both the water and solids 
eliminated by the renal organs. It should 
also be remembered that if digitalis is 
pushed to the extreme limit of dosage it 
will, if there is no great obstruction to the 
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exit of blood from the kidney, first de- 
crease the water, and then the urea, which 
is soon followed by an overproduction of 
uric acid and finally by complete cessation 
This is due to 
the fact that in large doses the splanchnic 


of all excretory function. 


arcade becomes unduly contracted and fin- 
ally shuts the blood out of the kidney. 
Therefore, neither digitalis nor any other 
drug can be indiscriminately used without 
the risk of producing more damage than 
good. 

When we come to the class of anurias 
due to extremely high tension of the blood- 
vessels, and especially so in connection with 
those of the splanchnic arcade and renal 
arteries, the above list of medicinal agents 
must be discarded. In these cases the reme- 
dial agents that tend to soften and expand 
the vascular walls must be employed. If by 
these agents we are able to lower the ten- 
sion in the splanchnic arcade, and especial- 
ly that of the renal arteries and the afferent 
vessel of the glomeruli, a more nearly nor- 
mal condition, so far as the renal circula- 
tion is concerned, can be established be- 
tween the vessels of the glomeruli and the 
intertubular plexus. This accomplished, the 
quantity of water eliminated through the 
kidneys is often lessened, while the nitrogen 
output is considerably augmented. In this 
manner a true diuretic effect is produced, a 
polyuria overcome, and the epithelial cells 
are made to perform more work, and more 
perfectly. 

The remedy which produces this result 
most effectively is the nitrite of soda. This 
preparation, like diuretin, is best prescribed 
in tablet form. By using sodium nitrite 
continuously in from one to two-grain doses 
every three or four hours, the vessels in 
many instances can be made to become soft 
and to expand until a very nearly normal 
tension is induced. 


Having reached this 
point, the volume of blood supplied to the 
glomeruli will be normal and the quantity 
of water will rise or fall in accordance with 
the preéxisting conditions of water elimin- 
ated ; but in both instances there will be an 
increase in the perfection of formation and 
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in the amount of nitrogenous waste elimin- 
ated. If at the same time the cerebrospinal 
and vasomotor centers are overstimulated 
from any cause, the irritation should be re- 
moved, or such remedies used as will tend 
to overcome the overstimulation. This ac- 
complished, the most satisfactory diuretic 
action is produced by remedies which are 
not classed as diuretics. 





THE EARLY RECOGNITION AND 
TREATMENT OF PUERPERAL 
SEPSIS. 

WILSON writing in the Jntercolonial Med- 
ical Journal of May 25, 1909, on this sub- 
ject has this to say as to the treatment he 
employs: 

Broadly speaking, the author is of the 
opinion that treatment should be instituted 
on the following lines: 

1. Thorough clearing out of infected 
material from the uterus and efficient local 
antiseptic treatment. 

2. Doing all that is possible to increase 
the patient’s power of resistance to the in- 
fection. Under this heading, besides gen- 
eral measures, will be placed the use of 
vaccines and serums, and substances such 
as nuclein, etc., which are supposed to act 
by increasing phagocytosis. 

3. Insuring efficient drainage 
quently. 

Once we have decided that a case is sep- 
tic, the sooner local treatment is carried 
out the better. The first question to be 
considered is that of anesthesia, as treat- 
ment to be effective is necessarily painful, 
and manifestly we do not wish to further 
depress the patient’s vitality. The author 
has tried scopolamine and morphine in se- 
vere cases, followed possibly by a few 
whiffs of A. C. E., but in the less severe 
cases finds ether well borne. After putting 
the patient in the lithotomy position, a thor- 
ough examination of the vulva and vagina 
is made, any stitches being let go, and in- 
fected lacerations swabbed with an anti- 
septic. The author formerly used iodized 
phenol, formalin, or biniodide in spirit, and 
since reading Dr. Gordon’s article on the 
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use of medical izal for this purpose, about 
eighteen months ago, has used this prepara- 
tion altogether, and has been more satisfied 
with it than with any other antiseptic. It 
is not particularly painful, even pure, does 
not cause superficial coagulation necrosis, 
and in using it for the interior of the uterus 
it has distinct hemostatic properties. It 
certainly seems to clear up sloughy fibrin- 
covered infected areas much more quickly 
than any other antiseptic that the author 
has tried, and he has never seen any symp- 
toms which could be put down to absorption 
after its use. 

Next, attention is turned to the uterus 
itself, and after examining the interior with 
the finger, it is thoroughly curetted with a 
large, sharp curette. He is of the opinion 
that if curettage is to be done, it can only be 
efficiently done with a sharp instrument, as 
a blunt curette so often rides over pieces of 
adherent placenta. In curetting the author 
prefers to hold the fundus with the left 
hand in order to minimize the risk of per- 
foration, but with a broad curette this is 
not very likely, though the uterus in these 
cases is admittedly soft and flabby. Here 
the author states that in his experience it is 
quite exceptional not to find a considerable 
quantity of decidua and fungus-like débris, 
even in cases in which the lochia has been 
absent or not at all offensive. The presence 
of this material in an infected uterus must 
mean a very favorable nidus for the growth 
of organisms, and in his opinion it is far 
better removed. Also, while such material 
is present, an antiseptic applied locally can- 
not be expected to properly reach any 
After the uterus is 
empty, and the endometrium removed down 
to the muscular layer, the next step is to 
disinfect the uterine cavity, and for this 
purpose it is rubbed over energetically with 
a swab soaked in pure medical izal, endeav- 


organisms present. 


oring to reach the whole of the interior of 
the cavity. If the uterus contracts well 
after this treatment, it seems to be a favor- 
able sign. Lastly, the uterus is lightly 
packed with gauze soaked in 1:20 solution 
of izal, or with gauze liberally powdered 
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with iodoform. The gauze is removed in 
twenty-four hours, and is not reinserted. 

In the after-treatment the head of the 
patient’s bed is kept considerably raised, 
and in severe cases frequent injections of 
saline by the bowel or subcutaneously are 
used. Strychnine and ergot, or quinine, to- 
gether with hot antiseptic vaginal douches, 
are employed, in order to stimulate the 
uterus to contract and retard accumulation 
of lochial discharge, but no further local 
treatment. The general treatment in re- 
gard to stimulants, free feeding, and gen- 
eral care, usual in septic cases, is carried 
out. If serum or vaccine treatment is to 
be adopted, it is injected as soon as possible 
after curettage. 

The author has had no experience with 
the use of Credé’s ointment or of collargol, 
but 
treated by intravenous injections of forma- 


has seen several cases which were 
lin with no good result, and in one case with 
apparently decided bad results, so much so 
that he does not feel inclined to try the 
treatment further. He has used Fourchier’s 
treatment of subcutaneous injections of tur- 
pentine, but apart from certainly causing 
local abscesses it has no appreciable effect. 
The use of injections of nucleinic acid has 
greatly interested the author, and he has 
convinced himself that a definite leucocyto- 
sis does follow its injection in normal cases, 
and in septic cases has thought that it may 
have done good. The use of antistreptococ- 
cic serum, polyvalent and otherwise, has 
not, in the experience of the author, proved 


of definite value. 





THE PROPHYLAXIS OF INTERSTITIAL 
KERATITIS. 

GIFFORD gives the following advice in the 
Journal of the American Medical Associa- 
tion of July 3, 1909: 

First, in the text-books on ophthalmology 
and syphilis the diagnosis. of hereditary 
syphilis should receive much more atten- 
tion than it usually does; and instead of the 
single faulty cut so commonly used, at least 
half a dozen figures should be presented, to 
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show not only the Hutchinson incisors, but 
the other more important forms of syphilitic 
teeth. Secondly, all children in public in- 
stitutions and in private families who show 
any of the well-marked signs of inherited 
syphilis should receive a course of anti- 
syphilitic treatment, even if in other re- 
spects they seem to be entirely well; the 
results and indications of this treatment be- 
ing controlled, if possible, by the serum 
diagnosis test. Thirdly, where a case of 
syphilis, inherited or otherwise, appears in 
a family, all the other members of the 
family should be examined for signs of the 
disease, and if such are found, the bearer 
should be subjected to specific treatment. 
Fourthly, by an extra vigorous use of spe- 
cific treatment the disease may be kept out 
of the second eye in a larger proportion of 
has hitherto been thought 


cases than 


pe ssible. 


CATAPHORESIS FOR GOUT. 

In the Practitioner for July, 1909, Lurr 
states that cataphoresis is useful in many 
cases of chronic gout with considerable de- 
posits in the joints. By cataphoresis is 


meant electric osmosis, or the transfer 
through porous partitions from anode to 
cathode. The joint may be treated either 
by immersion in a local bath of the fluid 
which is to be introduced, the positive elec- 
trode being placed in the bath and the 
negative on the back, or the positive elec- 
trode may be kept thoroughly wet by fre- 
quent applications of the fluid. The nega- 
tive electrode should be a large one, about 
8 by 5 inches, made of zinc and protected 
by a flannel cover. It is well moistened 
with warm water, and applied to the lum- 
bar or dorsal region. At the positive pole 
lithium 
affected 


In the former instance the positive 


either potassium bicarbonate or 
iodide may be introduced into the 
joint. 
electrode is kept thoroughly wet with a 
saturated solution of potassium bicarbon- 
ate; in the latter the joint is painted over 
with iodide liniment, and a pad of lint 
soaked in a saturated solution of lithium 


carbonate is laid over the iodine surface; on 
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the lint the positive electrode, which should 
be a large flat one, is placed, and closely 
applied to it. Care must be taken to have 
everything in situ before turning on the 
current, so as to avoid any shock, and to 
give an easy, steady flow of current. 


TREATMENT OF SUBACUTE AND 
CHRONIC GOUT. 

Lurr in the Practitioner for July, 1909, 
says in writing of this state that in addition 
to colchicum, which may be given in small 
doses, guaiacum may very usefully be ad- 
ministered as an alterative, which stimu- 
lates the metabolism of the liver, and also 
affords relief to the portal system. From 
five to ten grains of guaiacum resin should 
be given in cachets two or three times a 
day, according to the effect on the bowels, 
since guaiacum sometimes acts as a laxative. 
The method of administering the powdered 
guaiacum resin in cachets is far preferable 
to giving the tincture of guaiacum in a mix- 
ture, as in the latter form a nauseous medt- 
cine is produced, and the precipitated resin 
tends to cling obstinately to the tongue and 
fauces. In cases of chronic gout, the col- 
chicum may be very conveniently adminis- 
tered in the form of the colchicine pill, 
given three times a day. In order to en- 
courage the elimination by the kidneys of 
the toxic agents of gout, citrate or bicar- 
bonate of potassium should be employed as 
a diuretic, which increases the volume of 
the urine, and at the same time diminishes 
its acidity. The use of the potassium salt 
may with advantage be pushed until moder- 
ate alkalinity of the urine is produced, as 
by such means the tendency to the deposi- 
tion of uric acid, or sodium biurate, in the 
Free diuresis 
should also be encouraged by the drinking 


kidney tissues is removed. 
of sufficient quantities of water. 

Of the beneficial effects of employing a 
potassium salt in conjunction with colchi- 
cum in the treatment of acute and subacute 
gout the author is fully assured, and his 
experience is that of the various potassium 
salts the citrate is the most useful. If given 
in sufficiently large doses it tends, by its 
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conversion in the kidneys into the carbonate, 
to diminish the acidity of the urine, which 
is generally high in connection with the 
gouty paroxysm, while at the same time it 
increases the solvent power of the urine for 
the uric-acid salts, and so assists their 
elimination. In cases of sluggish action of 
the liver, of gastrointestinal catarrh and 
torpor, of gouty dyspepsia, and of other 
forms of irregular gout, in which there are 
no appreciable uratic deposits in the joints, 
mineral waters containing sodium salts are 
undoubtedly beneficial, owing to the action 
of those salts as hepatic and gastrointestinal 
stimulants. 

As regards the use of lithium salts in the 
treatment of gout, his opinion is that they 
are not so useful as the potassium and 
sodium salts. The principal objection to 
their use is their greater toxicity and de- 
pressing action on the heart, as compared 
with the potassium salts. They conse- 
quently have to be given in such small doses 
that he is very doubtful, he asserts, whether 
in such doses they possess any remedial 
effect at all. On the other hand, he con- 
tantly meets with patients suffering from 
cardiac depression, and even dilatation, as 
the result of the excessive and continued 
consumption of lithia tablets, which are so 
persistently, so speciously, and so wrongly 
vaunted as curative of gout. 

The enlargement and tenderness of the 
gouty joints is due to two causes—the 
deposition of sodium biurate in the cartil- 
ages and fibrous structures, and a chronic 
inflammatory thickening of the fibrous tis- 
sues. For the reduction of this thickening, 
as well as for painful gout of the sole of 
the foot, and for gouty neuralgic affections, 
iodide of potassium, given internally, is a 
useful remedy. In cases of gout associated 
with the contracted granular kidney, as 
evidenced by slight albuminuria and high 
arterial tension, the administration of iodide 
of potassium is also most beneficial. The 





author usually prescribes it in doses of 10 
grains three times a day, and continues its’ 
use over a period of six or eight weeks. 
His experience is that it seems to act more 
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beneficially when given in combination with 
the compound decoction of sarsaparilla. 

The indulgence in high living by gouty 
subjects induces arterial plethora and a rise 
of blood-pressure. The consequent strain 
on the arterial walls produces arterial dis- 
ease if continued long enough, but in the 
early stages of such rise in blood-pressure 
the administration of “blue pill” and care. 
ful attention to diet will always prevent the 
incidence of arterial disease. Gouty sub- 
jects are more prone to the injurious effects 
of constipation of even a slight degree than 
are non-gouty individuals. 





THE TREATMENT OF URIC ACID. 


In speaking of the value of drugs for the 
removal of so-called uric acid states, Goop- 
HART in the Practitioner for July, 1909, 
says that all the uric acid solvents, so much 
vaunted, appear to be equally useless for 
that special purpose; but he believes that 
salines have their value, if given with dis- 
crimination, for facilitating the excreting 
power of the several abdominal glands. And 
in this way water is probably one of the 
best remedies, but even water-drinking, if 
excessive, is, he thinks, not to be indulged 
in with impunity, for he is by no means 
prepared to assent to what appears to be the 
popular belief that water being harmless, it 
matters not what amount is imbibed in the 
twenty-four hours. 

In his opinion the late Sir William Rob- 
erts’s simple prescription of half a drachm 
of bicarbonate of potash in a tumbler of 
water at bedtime, to stem the nightly acid 
tide, is, on the whole, one of the most useful 
recommendations, apart from tonics, cures 
at watering-places, and change of scene and 
air. 


CLINICAL NOTES ON GOUTY THROAT. 

Writing on this subject in the Practitioner 
for July, 1909, McCracken asserts that a 
chronic gouty condition of the throat is not 
a very usual condition in his experience, 
acute explosive attacks being by far the 


most common. At the same time chronic 
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conditions must not be overlooked. Their 
recognition depends not so much on the 
local manifestations—for there is nothing 
specially distinctive about these—as upon a 
careful consideration of the patient’s habits 
of life and general systemic condition, the 
diagnosis being clinched by urinary exam- 
which never 
when there is any doubt in the case. 

There is one point to which the author 
thinks further attention should be directed, 
and that is the effect of the administration 


ination, should be omitted 


of formaldehyde in this dilute and innocu- 
ous form in the gouty diathesis. He is con- 
vinced that formaldehyde, and probably 
also other antiseptics, taken internally, will 
check alimentary fermentative changes and 
prevent the formation of injurious by-prod- 
ucts of digestion, thus inhibiting the onset, 
not merely of gouty conditions, but of many 
others, of the precise origin of which we 
are at present uncertain. Further than 
this, it is well known that the formates have 
a distinct effect on muscular tonicity. 
Whether this is a direct tonic effect he is 
not, he asserts, in a position to state. He 
inclines to the view that the effect is indi- 
rect, and depends on the fact that the for- 
mates prevent autointoxication, or the 
development of substances which act detri- 
mentally on muscular and tissue tonicity. 
The administration of formaldehyde, the 
author is told, results in the ultimate forma- 
tion of formates. 

As regards the treatment of these condi- 
tions in general he believes he can add but 
little to the already well-known practice. 
Constitutional treatment, and, of course, a 
strict dietary, play a most important part. 
Locally, the sucking of ice and very gentle 
swabbing of any acutely inflamed parts with 
sodium bicarbonate solution, as hot as can 
be borne, give very considerable relief. 
Gargling is an absolutely useless thing to 
attempt—in fact, patients will never, in his 
experience, attempt to use it after the first 
trial in these acute conditions, and, indeed, 
look askance at any one who prescribes it. 

For the subacute and chronic conditions 
constitutional treatment is equally neces- 
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sary, coupled with fairly free purgation 


with which seems 


especially indicated for this purpose. 


magnesium sulphate, 





ATOXYL IN THE TREATMENT OF 
MALARIA. 

In the Philippine Journal of Science for 
February, 1909, which is but recently is- 
sued, VASSAL gives his views as to the 
action of atoxyl in malaria. 

Atoxyl alone, in large therapeutic doses, 
is incapable of stopping or modifying a 
febrile attack of malaria. It is not a febri- 
fuge, nor is it even moderately antipyretic 
in its action. 

Its direct action on the hematozoa of ter- 
tian and malignant tertian fever is inappre- 
ciable, whether it is given in single large 
doses or is continued without interruption 
in small ones. It is powerless against the 
acute symptoms of malaria. , It does not 
prevent relapses. In short, its specific ac- 
tion is ml. 

As an adjuvant to quinine, on the con- 
shows an _ unquestionable 


trary, atoxyl 


efficacy. The author has cited numerous 
examples. It rapidly improves the general 
condition and restores strength. It is a 
reconstructant which is superior to the 
other well-known arsenical compounds. In 
cachectic enlargement of the spleen, where 
quinine itself often fails, atoxyl, combined 
with quinine, proves efficacious. 

Malarial patients given the mixed treat- 
ment tend to increase in weight to a remark- 
able degree. 

The red cells undergo no modification 
and do not increase in number. The per- 
centage of the different leucocytes remains 
the same; however, the size of the large 
mononuclear leucocytes seemed increased 
after the employment of atoxyl. He there- 
fore concludes that: 

1. Used alone, atoxyl does not exercise a 
specific action in malaria. 

2. Associated with quinine, it is capable 
of bringing about a rapid improvement in 
health and of hastening convalescence. 

3. In cachexia and chronic forms of 
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malaria, quinine with atxoyl appears to be 
more efficacious than quinine alone. 

4. Atoxyl in large doses is sometimes 
borne with difficulty and may even give rise 
to accidents. 





GOUTY DYSPEPSIA AND ACIDITY. 


In the course of an article in the Practi- 
tioner for July, 1909, Lurr says that in 
addition to the usual remedies, such as bis- 
muth subcarbonate, sodium bicarbonate, bit- 
ters, etc., taka-diastase is a most useful drug 
in the treatment of gouty dyspepsia. It is 
made up in the form of tablets containing 
two and a half grains in each tablet, and 
one of these should be taken immediately 
before each meal. The taka-diastase’ en- 
courages the digestion of the carbohydrate 
elements of the food, and so prevents the 
development of fatty acids, which by their 
irritating effects are so common a factor in 
the development of gouty dyspepsia. 

The treatment of hyperchlorhydria con- 
sists in a proper regulation of the diet by 
cutting off any excess of the proteid articles 
of diet, and by neutralizing the superfluous 
acid by the administration of some alkali. 
A drug that the author has found most use- 
ful in the treatment of this hyperchlorlty- 
dria is the magnesium peroxide. It not only 
gives immediate relief from pain and dis- 
comfort by its neutralizing effect on the 
excess of acid, but it also parts with one- 
half of its oxygen, and acts as an internal 
antiseptic. It is a most valuable drug in 
many abnormal gastric and intestinal fer- 
mentations. It is a white tasteless powder, 
and is best given in a little milk, in doses of 
from 20 to 30 grains three or four times a 
If it 
exerts too great a purgative effect, the dose 
should be diminished. It is also very useful 
in allaying the irritation in many cases of 
gouty pruritus, probably due to absorption 


day, taken one hour after meals. 


of a toxin or toxins from the intestinal 
In cases of ordinary neurotic dys- 
pepsia, associated with flatulence, the drug 
is, in the experience of the author, of no 
value whatever. 

Hepatic torpor is a very common form of 


tract. 
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irregular gout, due to defective metabolism 
of the liver, and is known as hepatic inade- 
quacy. In this form the feces are pale, 
generally very offensive, and as a rule con- 
stipation occurs. Slight jaundice is usually 
present, as evidenced by a yellowish con- 
junctiva and muddy complexion, and the 
urine is highly colored, of high specific 
gravity, and very acid. In the treatment of 
this form of irregular gout the most im- 
portant consideration is the restoration of 
the liver to its normal state of activity, and 
here the alkaline sodium salts are especially 
useful. There is no better treatment at the 
outset than a dose of “blue pill” or calomel 
at night, followed by a dose of Epsom salts 
or Carlsbad salts in the morning. Subse- 
quently, a pill containing a small dose of 
“blue 


euonymin and colocynth, will be found 


pill” or calomel, combined with 


most useful. In such cases of gouty hepatic 
inadequacy a mixture which the author has 
found most beneficial as regards its stimu- 
lating effect on the metabolism of the liver, 
and also of the gastrointestinal tract, is the 
following, which should be taken a quarter 
of an hour before meals: 
R Sodii bicarbonatis, gr. xij; 
Tinct. nucis vom., min. x; 
Tinct. gentian co., f3ss; 
Sp. chloroformi, min. xij ; 
Aq. menth. pip., ad 5). 





THE PATHOLOGY AND TREATMENT 
OF ATROPHIC RHINITIS. 

ADAM writing in the Glasgow Medical 
Journal for July, 1909, reaches the follow- 
ing conclusions on this subject: 

1. There are two chief types of atrophic 
rhinitis—(a) a common form with and (b) 
a less common form without sinusitis. In 
this latter there is (c) a subgroup, not often 
met with, in which the atrophy seems pri- 
mary, and in which there. is structural 
weakness of the tissues rapidly succumbing 
to microbic invasion. The ultimate result 
may be similar histologically, but clinically, 
and for the purposes of treatment, the con- 
ditions are different. 

2. Atrophic rhinitis is in most cases—(a) 


























REPORTS ON 


and (b)—the end-stage of a hyperplastic 
purulent rhinitis, involving first the mem- 
brane, then, in more than half the cases, 
the sinuses; these by a vicious circle react 
on the membrane. In treatment, until the 
rhinologist has found sinusitis, he ought to 
be always ready to revise his diagnosis. 

3. This purulent rhinitis results from 
microbic action, and is most apt to occur in 
persons who are more than usually liable to 
mucous inflammations, or who have struc- 
tural peculiarities of their sinuses. Crust- 
ing and fetor are favored by width of 
nostril and by the presence of Abel’s bacil- 
lus, whose toxins may also accelerate atro- 
phy; but fetor is not a necessary accom- 
paniment, and therefore ozena, the name of 
the symptom, ought to be abandoned as the 
name of the disease, and Gottstein’s defini- 
The 


disease does not necessarily begin in child- 


tion shortened to rhinitis atrophicans. 


hood. 

Treatment is undertaken in the hyper- 
plastic stage. This is a matter in which the 
general practitioner can do much. All pur- 
ulent rhinitis in children, especially as a 
sequela of eruptive fevers, ought to be per- 
sistently dealt with. Every case of purulent 
rhinitis, whether atrophic or not, ought to 
be regarded as one of sinusitis until the con- 
trary is proved. If sinusitis is treated be- 
fore atrophy is advanced, the results are 
often excellent. The folly of paraffin in- 
jection before diseased sinuses have been 
treated is obvious. Merely mentioning the 
benefit to be got from cleansing, iodine— 
iodide packing and the sucker—the author 
wishes to refer to three points: (1) 
Paraffin injection gives good results when 
there is no sinusitis, when the membrane is 
not too thin to hold the paraffin; should be 
preceded by massage to stimulate and 
strengthen the membrane; should be done 
with solid rather than liquid paraffin, 
though the author states he has known both 
to cause thrombosis, and though solid 
paraffin often comes out as fast as injected. 
By slowing evaporation and preventing 
crusting, it sometimes gets rid of the need 
of douching; by helping to obliterate the 
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glands it aids nature’s mode of cure. He 
has had fair or good results in only four 
cases, for (2) he has been experimenting 
lately with ionization. The recesses of the 
nasal fossz are packed with strips of gauze 
or cotton soaked in 10-per-cent argyral or 
1- or 2-per-cent zinc sulphate. One or two 
zinc rods similarly covered are placed amid 
the packing and connected to positive, nega- 
tive being on neck; the vestibule insulated 
with gutta-percha tissue; 10 to 20 milliam- 
peres for two to twenty minutes; repeat 
once in five or seven days. This after two 
or three months gave good results in three 
not very advanced cases; whether the re- 
sults will continue and be worth the trouble 
remains to be seen. One case has relapsed 
after a severe cold. Another has also re- 
turned for treatment quite recently. After 
the best results by any method such mem- 
branes remain very vulnerable, and readily 
take on purulent inflammation on slight 
provocation. (3) Dionisio claims good re- 
sults with light treatment. The tediousness 
of the method prompted the author to try 
x-rays in two cases. Treatment kindly 
carried on over a prolonged period by Dr. 
Allen has proved a failure. 





THE DIETARY FOR GOUTILY DIS- 
POSED PERSONS. 

In the Practitioner for July, 1909, DucK- 
WORTH says he is of the opinion that many 
of the methods in practice relating to diet 
as well as to therapeutics for gout are 
founded mainly on the principle of treat- 
ment for the disease, and not for the pa- 
tient. To state this in another way, the 
patient is not regarded in the proper light, 
or is disregarded, and all the efforts to set 
him right are directed against the perturba- 
tions of uric acid. This is not the true 
clinical method, and it constitutes a radical 
fault in practice. Men and women are not 
so many ninepins or human units invaded 
by morbid agencies. No two individuals, 
indeed, are precisely alike in respect of 
their constitution or metabolic processes. 
In this sense, then, there is no treatment 





for gout, and no special diet for the gouty, 
as such, but there is a treatment and a 
management for the particular patient who 
manifests symptoms of gout. The same 
principle, of course, applies to patients suf- 
fering from pneumonia, or from renal, tu- 
bercular, or any other malady. The neglect 
of the personal factor in each patient nar- 
rows the field of observation, and tends to 
stereotype the practice of those who work 
in special departments of medicine. The 
great whole is lost in a part, often a very 
small part, of the case, and the acumen of 
a widely exercised physician is not brought 
to bear upon it. 

A study for a few minutes of the pecu- 
liarities of gouty patients can hardly justify 
any dogmatic assertions as to the diet re- 
quired, or fairly authorize the overelaborate 
prescriptions sometimes to be met with 
which have been placed in their hands. In 
many instances these patients have already 
discovered for themselves what manner of 
diet best agrees with them. They can often 
blame no indiscretion or irregularity as to 
food for the onset of acute, or the con- 
tinuance of lingering, symptoms. Some- 
times this personal experience has led them 
rightly. More often the articles of food 
omitted or introduced have been denounced 
or recommended by lay friends, or the prac- 
tice has been gathered from some unau- 
thorized or untrustworthy source, and no 
benefit has been derived from it. The his- 
tories afforded in some cases reveal at 
times an extraordinary and even a ludicrous 
series of recommendations as to diet. 

Thus it is not seldom declared that no 
red meats are to be taken by gouty persons, 
but the white meats, fish, and game are 
allowable. Again, beef is generally con- 
demned, while mutton is regarded as per- 
missible. Some authorities are of opinion 
that all forms of animal food are gout- 
provoking. In Germany some physicians 
condemn fowl as directly productive of the 
disorder. In some quarters, too, all salted 


food, sweatbread, and other viscera are 
excluded. With respect to other articles of 
diet, we find ordinary bread sometimes for- 





THE THERAPEUTIC GAZETTE. 


bidden, while sugar is almost universally 
struck off the list of permissible foods. 
Common salt is excluded, and tea and coffee 
are regarded by some as direct doses of uric 
acid. Potatoes are condemned in common 
with all things that grow underground. 
Many patients are warned never to eat any 
kind of fruit. Wine and all fermented 
liquors are forbidden. 

In this strange enumeration the author 
has not drawn upon his imagination, but 
has simply told of prescriptions from vari- 
ous sources which have come under his 
own observation. The sad fact remains 
that, having undergone most of these varied 
dietetic experiments, the majority of suffer- 
ers still remain more or less gouty, and 
continue to seek further advice. We may 
well ask how much ordinary food fit for 
human beings is left for such patients to 
consume, and wonder whether gouty pa- 
tients are to be regarded as beings from 
some other planet, since they can hardly be 
expected to fight the battle of Tife on such 
conditions amidst our present environment. 

As already stated, these curious prescrip- 
tions are the result of efforts to treat gout 
without reference to the patient. It is some- 
times forgotten that in all diseases the best 
possible nutrition of the body has to be 
secured. “The government must be carried 
on.” Patients may submit for a time to 
certain severe deprivations, but seldom for 
an indefinite period unless they find real 
benefit from the specific regimen. They 
not seldom learn for themselves what arti- 
cles of food disagree with them or tend to 
provoke gouty symptoms. 

We may now inquire more particularly 
as to the real inwardness of some of the 
dietetic methods just desctibed. With re- 
spect to animal food generally, it may be 
declared at once that it is not only harmless 
but beneficial to gouty persons, provided it 
be taken in moderation. The alleged differ- 
ence between red and white meats demands 
consideration. Anybody can readily under- 
stand that tender mutton is more digestible 
than tough beef. The notion as to the 
permissibility of white meats has come in 
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all probability from the Continent, where 
the ordinary white meat is veal, a very 
different and superior article of food to any 
that can be procured in this country, and 
where beef and mutton are very inferior in 
texture and flavor to the products of Great 
Britain and her colonies. Some intelligent 
and observant gouty patients declare that 
beef is more apt to induce pains and gouty 
disturbance than mutton or game. They 
also distinctly find that chicken is more 
harmful than beef. There is no rule in 
these matters applicable to all gouty per- 
sons. The most important points to attend 
to are that the quantity eaten is restricted, 
and the cooking is simple and appropriate. 

Liver and sweetbread are not to be rec- 
ommended. 

We here are in the face of the more re- 
cent teachings respecting a purin-free diet. 
A too exclusive attention to such prescrip- 
tion is not within the realm of sound medi- 
cal practice. Occasionally we meet with 
individuals who find their best health, and 
immunity from gouty ailments, in employ- 
ing a purin-free diet, but it is not appro- 
priate for others, or may only be taken for 
a short period with benefit. Strong meat 
soups, hare soup, and beef extracts are to 
be avoided. Thin consomme, lentil, spinach, 
artichoke soup may be taken. 

Pickled or salted meats are, as a rule, in- 
advisable, but they need not be absolutely 
excluded from the dietary. Fish, especially 
white and fresh, is one of the best articles 
of diet for the gouty. Lobsters, oysters, and 
most shell-fish are quite innocuous provided 
they are eaten in good condition. 

With regard to vegetable food, ordinary 
bread, plain or toasted, or plain biscuits are, 
of course, permissible. It is hard to under- 
stand why potatoes should be forbidden. 
Certainly the largest eaters of them know 
nothing of gout. Plainly cooked, they are 
quite harmless. It may be remarked here 
that certain dyspeptics are better able to 
digest separately a meal of proteids or of 
carbohydrate food, and suffer from the 
effects of a mixture of both, but this dis- 
ability is not peculiar to gouty subjects. 
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The assertion that roots and vegetables 
grown underground are harmful, the writer 
states, he fails to understand, and he has 
no knowledge of any ill-effects from their 
employment by the gouty. Fruit is con- 
demned for very inadequate reasons. Some 
gouty patients are certainly better without 
any variety of it, but most of them can take 
fruit, cooked or raw, in moderation at 
proper times of the day, and apart from 
meals, not only with impunity, but with 
benefit. Tea, cocoa, and coffee, properly 
prepared, are quite harmless; the greatest 
consumers of these know nothing of gout. 
Strong black coffee taken habitually after 
meals is not advisable. Sugar taken in 
moderation he regards as not only harmless, 
but beneficial. On theoretical grounds a 
purely vegetable diet is extolled by some as 
a means of averting gout. As such a diet, 
were it attainable, is condemned by physiol- 
ogy, no less than by common sense, for the 
majority of mankind, it needs no considera- 
tion here. Certain vegetable foods are 
useful for gouty subjects, especially spinach 
and the various crucifera (including the 
cresses) ; also celery (preferably cooked). 
Asparagus should be taken sparingly. 





DROPPER AMPOULES. 


The emloyment of chloroform by means 
of ampoules, whereby its dose is readily 
controlled and the drug protected from dele- 
terious effects, is becoming so popular that 
the following conclusions reached by Mc- 
MEcHAN in the New York Medical Journal 
of July 17, 1909, are of interest. He states 
that the dropper ampoule is a distinct ad- 
vance in the marketing of chloroform for 
anesthetic use, as the following facts testify: 

1. The dropper ampoule is simpler than 
any other dropper in its construction, its 
preparation, and use. 

2. It is the most economical dropper, be- 
cause its capillary ending insures the small- 
est possible drop, which results in a minimal 
consumption of chloroform. 

3. It is the most convenient and compact 
package of chloroform, since it obviates the 
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necessity of carrying an extra dropper, and 
is so packed that it can be carried with per- 
fect security in the emergency or obstetrical 
satchel. 

4. It is the safest dropper, because it uses 
the least amount of anesthetic consistent 
with adequate narcosis and the anesthetist 
has perfect control of the drip, being able 
to regulate the frequency of the drop at his 
discretion. 

5. Personal experience has proved con- 
clusively that patients accept narcosis much 
more readily with the use of the dropper 
ampoule than with any other dropper, be- 
cause the minimal amount of chloroform 
used allows for a correspondingly greater 
admixture of air. The stage of excitement 
is lessened or entirely obviated, narcosis 
supervenes more rapidly, and cyanosis is of 
very infrequent occurrence. Also during 
long anesthesias there is no tendency on 
the part of the patient to collapse from 
shock due to saturation with the anesthetic. 

6. Postoperative nausea and vomiting 
are conspicuous by their absence. Also no 
cases of delayed poisoning have so far been 
recorded in any of the personal experiments. 

This dropper ampoule is worthy of a 
thorough trial by expert anesthetists, sur- 
geons who prefer chloroform as the anes- 
thetic of choice for their operations, and 
in all emergency and obstetrical cases in 
which chloroform narcosis is indicated. 





THE EFFECT OF HYPOPHYSIN ON THE 
SYMPATHETIC AND CENTRAL 
NERVOUS SYSTEMS. 

In a preliminary communication read be- 
fore the K. K. Gesellschaft der Aerzte in 
Wien, June 25, 1909 (Wiener klin. Woch., 
1909, xxii, 982), Prof. v. FRANKi-HocH- 
wart and Priv.-Doz. Dr. ALFRED FROEH- 
LICH state that the study of the effects of 
hypophysis extracts has mainly been con- 
fined to their influence on the circulation 
and urinary secretion. A long series of ex- 
periments has shown that the pulse is slowed 
and increased in volume, and blood-pressure 
raised by intravenous injection of extracts 
of the stalk and posterior lobe (Cyon and 
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others). The heart is slowed by stimula- 
tion of the vagi, and if these are cut there 
is no increase of the pulse volume (Cyon). 
Hypophysis extract induces contraction in 
strips from the wall of the coronary, caro- 
tid, mesenteric, and femoral arteries, but 
relaxation in a strip from the distal part of 
the renal artery (Pal). The diuresis ob- 
served by Herring and Schaefer is partly 
explained by the rise of pressure, partly by 
the dilatation of the renal artery noted by 
Pal. Etienne and Parisot produced hyper- 
trophy of the heart by intravenous injec- 
tions, but found little or no atheroma of 
the aorta. Borchardt reported glycosuria 
following subcutaneous injections in rabbits. 
It has been stated that extract of the hypo- 
physis causes dilatation of the pupil in the 
excised eye of the frog, but the experiments 
are open to criticism. 

The authors report a study of the effects 
of the hypophysin or pituitrin of Parke, 
Davis & Co. on the pelvic organs. A few 
additional experiments were also under- 
taken, with material kindly supplied by the 
same firm. The work was done in the lab- 
oratory of Hofrat Prof. Hans Meyer. 

The results were as follows: Pituitrin, 
an extract from the infundibular part of 
the hypophysis, given intravenously, is al- 
most non-toxic for cats, dogs, and rabbits. 
It excites the bladder wall of cats and dogs 
to some extent and increases the irritability 
of the motor nerves of the bladder to the 
faradic current. This effect is constant and 
quite marked. The irritability of the sym- 
pathetic nerves of the bladder is not affect- 
ed. Similarly the uterus of the rabbit is 
excited to contraction and rendered much 
more susceptible to nerve stimulation. 
These effects bear no relation to that on 
blood-pressure and ordinarily are only in- 
duced by the first injection. 

The pupil is contracted, but the irritabil- 
ity of the sympathetic nerve of the pupil is 
not affected. The salivary glands are not 
influenced. In contrast to Cyon, they found 
no alteration in the irritability of the vagus. 
The erectile tissues in and about the pelvis 
are not affected, nor are the nerves supply- 
ing them. 
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Hypophysin differs from adrenalin in 
that the latter acts on all organs through 
the sympathetic nervous system; the former 
acts sometimes through the sympathetic, 
sometimes through the central. 

Apart from the blood-vessels, the effects 
of hypophysin are almost entirely limited 
to the pelvic organs. In view of the effect 
on the bladder it seems probable that the 
vesical symptoms, which are so frequent in 
tumors of the pituitary body, are due to 
interference with its internal secretion 
rather than to pressure. Amenorrhea and 
impotence are also frequently seen in con- 
nection with tumors of the hypophysis, and 
have been relieved in some cases by removal 
of the tumor. Disturbance of the genital 
functions is further characteristic of acro- 
megaly, which is associated with disease of 
this part of the brain. 

In conclusion the authors suggest that in 
view of the absence of poisonous properties 
in the hypophysin of Parke, Davis & Co., 
it would be interesting if other gynecolo- 
gists and genitourinary specialists would 
make therapeutic use of its power to in- 
crease the irritability of the pelvic nerves. 





TREATMENT OF DISEASE. 


In an address published in the British 
Medical Journal of July 24, 1909, OsLER 
reminds us that each generation has its 
therapeutic vagaries, the outcome, as a rule, 
of attempts to put prematurely into practice 
theoretical conceptions of disease. As mem- 
bers of a free profession we are expected 
to do our own thinking; and yet the litera- 
ture that comes to us daily indicates a thral- 
dom not less dangerous than the polyphar- 
The 
author here alludes to the specious and se- 
ductive pamphlets and reports sent out by 
the pharmaceutical houses, large and small. 
We owe a deep debt to the modern manu- 
facturing pharmacist, who has given us 
pleasant and potent medicines in the place 
of the nauseous and weak mixtures; and 
such firms as Parke, Davis & Company of 
the United States, and Burroughs and 
Wellcome of England, have been pioneers 
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in the science of pharmacology. But even 
the best are not guiltless of exploiting in 
the profession the products of a pseudo- 
science. 

The author specifies three items in which 
he thinks the manufacturing pharmacists 
have gone beyond their limit and are trading 
on the credulity of the profession to the 
great detriment of the public. The length 
to which organotherapy has extended (not 
so much on this side of the water as on 
the European continent) beyond the legiti- 
mate use of certain preparations is a noto- 
rious illustration of the ease with which 
theoretical views place us in a false position. 
Because thyroid extract cures myxedema 
and adrenalin has a powerful action, it has 
been taken almost for granted that the ex- 
tract of every organ is a specific against 
the diseases that affect it. This forcing of 
a scientific position is most hurtful, and 
investigators have been known to hesitate 
to publish results lest they should be mis- 
applied in practice. The literature on the 
subject issued by reputable houses indicates, 
on the one hand, the pseudo-science upon 
which a business may be built up, and, on 
the other, the weak-minded state of the 
profession on whose credulity these firms 
trade. A second most reprehensible feature 
is the laudatory character of literature de- 
scribing the preparations which they manu- 
facture. Foisted upon an innocent practi- 
tioner by a traveling Autolycus, the prep- 
aration is used successfully, say, in six cases 
of amenorrhea; very soon a report appears 
in a medical journal, and a few weeks later 
this report is sent broadcast with the aurif- 
erous leaflets of the firm. A day or two 
before the author left England a pamphlet 
came from X. & Co. indicating a supreme 
indifference to anything that could be called 
intelligence on the part of the recipients. 
That these firms have the audacity to issue 
trash indicates the state of thraldom in 
which they regard the profession. And the 
author would protest against the usurpation 
on the part of these men of our functions 
as teachers. Why, for example, should Y. 
& Co. write as if they were directors of 
large genitourinary clinics instead of manu- 
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facturing pharmacists? It is none of their 
business what is the best treatment for gon- 
orrhea—by what possibility could they ever 
know it, and why should their literature 
pretend to the combined wisdom of Neisser 
and Guyon? What right have Z. & Co. to 
send on a card directions for the treatment 
of anemia and dyspepsia, about which sub- 
jects they know as much as an unborn babe, 
and, if they stick to their legitimate busi- 
ness, about the same opportunity of getting 
information? 

For years the profession has been ex- 
ploited in this way, until the evil has be- 
come unbearable, and we need as active a 
crusade against pseudo-science in the pro- 
fession as has been waged of late against 
the use of quack medicines by the public. 
We have been altogether too submissive, 
and have gradually allowed those who 
should be our willing helpers to dictate 
terms and to play the rdle of masters. Far 
too large a section of the treatment of dis- 
ease is to-day. controlled by the big manu- 
facturing pharmacists, who have enslaved 
us in a plausible pseudo-science. The rem- 
edy is obvious: give our students a first- 
hand acquaintance with disease, and give 
them a thorough practical knowledge of the 
great drugs, and we will send out independ- 
ent, clear-headed, cautious practitioners 
who will do their own thinking and be no 
longer at the mercy of a meretricious litera- 
ture which has sapped our independence. 

Proceeding further, Osler says that from 
the day the student enters the hospital until 
graduation he should study under skilled 
supervision the action of the few great 
drugs. Which are they? The author does 
not give his list, but quotes a story told of 
James Jackson; when asked which he con- 
sidered the greatest drugs his reply was, 
“Opium, mercury, antimony, and Jesuit’s 
bark; they were those of my teacher, Jacob 
Holyoke.” “Yes,” replied his interlocutor, 
“and they were those of Holyoke’s master, 
James Douglas, in the early part of the 
eighteenth century.” 

The author tells us that his list is a much 
longer one. It is his belief that the student 
should follow most carefully the action of 
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those drugs the pharmacology of which he 
has worked out in the laboratory. He 
should be sent out from the hospital know- 
ing thoroughly how to administer ether and 
chloroform. He should know how to han- 
dle the various preparations of opium. 
Each ward should have its little case with 
the various preparations of the ten or twelve 
drugs, and when the teacher talks about 
them he should be able to show the prep- 
arations. He should study with special 
care the action of digitalis on the circula- 
tion in cases of heart disease. He should 
know its literature, from Withering to 
Cushney. It should be taken as the typical 
drug for the study of the history of thera- 
peutics—the popular phase, as illustrated 
by the old woman who with it cured the 
Principal of Brasenose ; the empirical stage, 
introduced by Withering in his splendid 
contribution, a model of careful clinical 
work of which every senior student should 
know; and the last stage, the scientific study 
of the drug, which he will already have 
made in the pharmacological laboratory. 
He should day after day personally give a 
syphilitic baby inunctions of mercury; he 
should give deep injections of calomel ; and 
he should learn the history of the drug 
from Paracelsus to Fournier. He should 
know everything relating to the iodides and 
the bromides, and should present definite 
reports on cases in which he has used them. 
He must know the use of the important 
purgatives, and he should have a thorough 
acquaintance with all forms of enemata. 
He should know cinchona historically, its 
derivatives chemically, and its action prac- 
tically. He should study the action of the 
nitrites with the blood-pressure apparatus, 
and he should over and over again have 
tested for himself the action, or the absence 
of action, of strychnine, alcohol, and other 
drugs supposed to have a stimulating action 
on the heart and blood-vessels. While the 
author would, on the one hand, imbue him 
with the firmest faith in a few drugs, “the 
friends he has and their adoption tried,” on 
the other hand he would encourage him in 
a keenly skeptical attitude toward the Phar- 
macopeeia as a whole, ever remembering 
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Benjamin Franklin’s shrewd remark that 
“he is the best doctor who knows the worth- 
lessness of most medicines.” We may well 
say this is a heavy contract and one which 
it is impossible to carry out. Perhaps it is 
with our present arrangements, but this is 
the sort of work which the medical student 
has a right to expect, and this is what we 
shall be able to give him when in his senior 
years we give up lecturing him to death, 
and when we stop trying to teach him too 
many subjects. 





THE VALUE OF SAMPLES OF THE 
LIQUID EXTRACT OF ERGOT. 

GooDALL in the Edinburgh Medical Jour- 
nal for July, 1909, states that the object of 
his paper is not an attempt to explain the 
pharmacology of ergot. It is, first, a record 
of the pharmacological action of liquid ex- 
tract of ergot as obtainable in the market, 
and secondly, it embodies suggestions for 
making the therapeutic effect of ergot more 
reliable. From this standpoint the follow- 
ing conclusions may be formulated: 

1. Whereas 41 per cent of selected sam- 
ples and 76 per cent of commercial samples 
of liquid extract of ergot failed to cause a 
satisfactory rise of blood-pressure, and 
whereas 34 per cent of commercial samples 
failed to cause a satisfactory contraction of 
the uterus, ergot prescribed for therapeutic 
use should be tested pharmacologically. 

2. The effect on the blood-pressure is a 
satisfactory method of testing as far as the 
prescriber is concerned. A fair standard is 
that a dose not greater than 20 minims in- 
jected intravenously should cause a rise of 
blood-pressure of 20 mm. of mercury in an 
anesthetized animal of 1500 grammes. 

3. Whereas 42 per cent of commercial 
samples caused contraction of the uterus 
without effecting a rise of blood-pressure, 
the action on the uterus might be regarded 
as a more satisfactory test by the manufac- 
turer, and in view of the almost exclusive 
use of ergot in uterine conditions, might be 
considered sufficient by the prescriber. 

4. In the present stage of knowledge it 
is hardly possible to adjust the therapeutic 
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dosage of ergot to pharmacological findings. 
The prescriber should have some guarantee 
that his ergot is active, and should admin- 
ister it only in doses which his experience 
has taught him to be sufficient and safe. 





TREATMENT OF DIPHTHERIA, WITH 
SPECIAL REFERENCE TO THE 
PREVENTION OF HEART 
FAILURE. 

PorTER, in the Archives of Pediatrics for 
August, 1909, reaches the following con- 
clusions. He thinks the essentials of treat- 
ment for the heart condition accompanying 
diphtheria are: 

1. Prompt and sufficient dosage of anti- 
toxin. 

2. Rest in bed not less than three weeks. 

3. Attention to the condition of the ab- 
dominal viscera. 

4. A nutritious, easily digestible diet. 

5. Certain drugs, each according to the 
indications. For a slow heart, atropine; 
for a racing heart, camphor, and ice to the 
precordium; for vascular failure, ergot. 

6. If the heart failure is indicated to an 
overwhelming toxemia with lethargy, hypo- 
dermoclysis. 

Finally, the factors determining the num- 
ber of units of antitoxin to be given are: 

1. The intensity of the toxemia. 

2. The extent of the involvement. 

3. The time elapsed since the first mani- 
festation of the disease. 

4. Whether or not there is stenosis of 
the air-ways. 





TREATMENT OF PNEUMOCOCCAL AND 
DIPLOBACILLARY HYPOPYON- 
KERATITIS. 

In the Edinburgh Medical Journal for 
July, 1909, MacGiLtivray advises the fol- 
lowing treatment: 

If the ulcer be pneumococcal the sooner 
recourse is had to surgical interference the 
better. Should there be dacryocystitis, lig- 
ature or cauterization of the canaliculi, after 
flushing the sac freely with physiological 
salt solution, should be done without delay, 
or, better still, removal of the lacrimal sac 
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altogether. This insures that the source 
of infection is cut off and fresh infection 
becomes impossible. The ulcer is then 
stained with fluorescine, and cauterized 
under cocaine. The fluorescine stains the 
affected part a deep emerald green, leaving 
the healthy parts unstained. The cauteriza- 
tion may be done by a chemical escharotic, 
such as pure carbolic acid, or preferably 
by the galvanocautery. Care should be 
taken to destroy all parts stained green, es- 
pecially the overhanging progressive edge 
where the pneumococci are found. If this 
be thoroughly done, and the preliminary 
removal of any fresh source of infection 
be carried out, healing should go on without 
any further destruction of tissue. The 
after-treatment consists of instillations of 
25-per-cent solution of argyrol every two 
hours and atropine drops % per cent three 
times a day, with or without hot fomenta- 
tions, according to the severity of the case. 

The healing process is slow and tedious, 
many weeks being required before healing 
is complete. A dense cicatrix naturally 
follows this form of ulceration owing to 
the radical treatment necessary to check 
the disease. Saemisch recommended divid- 
ing the floor of the ulcer by passing a 
Graefe’s knife through healthy cornea on 
one side of the ulcer, and passing it through 
the anterior chamber to be brought out at 
a point opposite in healthy cornea. This 
method, called Saemisch section, has in the 
past been practiced largely and with suc- 
cess, but during the past fifteen years it has 
been to a very large extent replaced by the 
galvanocautery. Antipneumococcic serum, 
introduced by Romer, has not given the 
results one would have expected. The 
author has had no experience of this 
method of treatment, but so far as he can 
gather it cannot be relied on to give uni- 
form results, even in the hands of ROmer 
himself. 

Should the condition turn out to be diplo- 
bacillary, cauterization is not only unnec- 
essary, but is injurious. The diplobacillus 
succumbs readily to zinc preparations, such 
as sulphate of zinc solution, 2 grains to the 
ounce, instilled freely into the eye as often 
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as every hour in bad cases. It is applied, 
to begin with, under pressure such as can 
be got with an Anel’s lacrimal syringe or a 
hypodermic syringe. Atropine drops % per 
cent are also instilled to break down adhe- 
sions and rest the eye, and hot fomentations 
in severe cases. 

If this simple method of treatment be 
carried out thoroughly it is most satisfac- 
tory. The diplobacilli disappear altogether 
in a few days from the eye and regression 
of the ulcer quickly sets in. The convales- 
cence is protracted, as one frequently finds 
in virulent invasions of the cornea even 
after the virus has been removed. The re- 
sulting cicatrix clears up to a remarkable 
extent, considering the depth of the lesions, 
thus contrasting much more favorably than 
is the case with the pneumococcal affection. 

In short, the essential treatment of pneu- 
mococcal ulceration should be the free use 
of the cautery, and of diplobacillary ulcera- 
tion the free use of sulphate of zinc—such 
at least clinical experience would lead Mac- 
Gillivray to believe. 





AN EASY METHOD OF REMOVING 
THE NAIL OF THE GREAT TOE 
BY COMPRESSION. 

TYTLER in the British Medical Journal 
of July 17, 1909, says that, in his opinion, 
the treatment of ingrown nail by the ordi- 
nary operation of erasion is undoubtedly a 
method of barbarism. There are many 
variations, and the author expresses himself 
as surprised that the following method has 
never been described. He reports his last 
case: A commercial traveler, aged about 
forty, had suffered for some months with 
ingrown nail of the great toe. On its inner 
side it was inflamed and suppurating. First 
of all he applied a compress of lead and 
opium for twenty-four hours. Then a tape 
was tied round the root of the toe till it 
produced intense congestion. Then he took 
a large Péan forceps with long parallel 
blades, and compressed the nail in the mid- 
dle of the inner half with moderate firm- 
ness. A check as to the amount of com- 
pression can be introduced between the 
handles so as to prevent excessive pressure. 














Much less force is required than would be 
supposed. Then the toe was again wrapped 
in lead and opium lotion for three days. 
Then the inner part of the nail was found 
discolored and loose, so that it was easily 
removed with the scissors without any 
bleeding save a few drops from the root of 
the nail. 

In all, he has removed the great toe-nail 
five times by this method. The force applied 
need not be great, and if it produce no re- 
sult (which the author states he has never 
found) it can always be applied again. In 
one case a young lady applied the pressure 
herself, as she would not permit the author 
to do it, and it was successful. In another 
case, in which the toe was very inflamed 
and very tender, and the patient was afraid 
of the process, which the author had ex- 
plained, he applied the blades very slightly, 
not expecting any result, but just to give 
him courage so that he could apply it more 
firmly next time. To his surprise the result 
was perfect. Previous to this the author 
had used much greater force. 

Next, as to the place of application, it is 
better not too close to the edge of the nail. 
In his first attempts he applied it quite close 
to the edge, causing very free bleeding, and 
not producing a dark, contused appearance, 
but a thin white line along the compressed 
part. To give the best results the force, he 
finds, should be applied to the middle third 
of the half of the nail on the side affected. 
No anesthetic is necessary. Lead and opium 
lotion he found better than cocaine. 





SCARLET R AND THE REGENERATION 
OF THE SKIN. 

The dye known as “Scarlet R” (Michael- 
is) when injected under the skin in oily 
solution gives rise to a carcinoma-like pro- 
liferation of the epithelium (Fischer, 1906). 
A. Cernezzi (Gazz. d. Osp., Milan, 1909, 
No. 14), following Schmieden and others, 
has used the drug with success as an exter- 
nal application where the growth of new 
skin is desired, in place of skin-grafting by 
the methods of Thiersch or Reverdin. 
Scarlet R (or toluol-azotoluolazo-B-naph- 
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thol), supplied by Griibler, is made up into 
a 5- or 8-per-cent ointment with lanolin and 
vaselin. This is applied to the clean granu- 
lating or skinless surface that it is desired 
to see covered with skin. It is reapplied 
twenty-four to forty-eight hours later, the 
raw area being delicately cleaned up before 
the new dressing is applied. The quantity 
of ointment used should not be great, and 
a weaker ointment may be employed after 
a few days’ time if much irritation occurs. 
The ointment is painted on to the growing 
margin of the skin in a very thin layer, and 
the raw area is covered with gutta-percha 
tissue pierced with small holes to allow the 
escape of secretions, the whole being cov- 
ered with a gauze and wool dressing. The 
author has seen no ill effects from this 
treatment, which has proved most success- 
ful in his hands.—British Medical Journal, 
July 17, 1909. 





NOGUCHI’S MODIFICATION OF THE 
WASSERMANN REACTION. 

Nocucut (New York State Journal of 
Medicine, June, 1909) has so simplified the 
Wassermann reaction that it is within the 
reach of every physician who is equipped 
to make blood counts, estimation of the 
hemoglobin and Widal tests. 

The original Wassermann method, and in- 
deed even most of its modifications, require 
the resources of a laboratory in which 
small animals can be kept to make it avail- 
able. This defect excludes it from regular 
clinical application. But the most recent 
improvement, that made by Noguchi, re- 
moves the last obstacle to its successful 
clinical use. Noguchi’s method consists in 
the employment of an antihuman hemo- 
lytic system instead of an antisheep’s sys- 
tem. This modification removes the ne- 
cessity for employing foreign blood-cor- 
puscles and enables the patient’s own cor- 
puscles to be used as hemolytic indicator. 
Moreover, the patient’s serum can be used 
without previous inactivation by heat. The 
quantity of the patient’s serum required for 
the test is a few drops from a capillary pi- 
pette, which pipette can be made just before 
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using it so that its sterility is assured and 
there is no need of collecting a large quan- 
tity of blood. The reagents, consisting of 
antigen, amboceptor, and complement, are 
prepared in the form of reagent paper slips. 
The advantages of the Noguchi system do 
not end here, for the system is more sensi- 
tive than those of the original Wassermann 
method and other modifications. 

The test when carefully applied gives 
few or no failures or doubtful reactions. 
In cases of secondary syphilis and definite 
metasyphilitic affections the percentage of 
positive reactions approaches one hundred. 
As treatment progresses and the symptoms 
of the secondary and tertiary stages of the 
disease abate, the number and ‘degree of 
positive reactions tend to fall off or dimin- 
ish, to reappear with the cessation of treat- 
ment and relapse of the symptoms. Hence 
the method offers not only an aid to early 
diagnosis and positive diagnosis in obscure 
cases, but also a measure of effective treat- 
ment. 





A CASE OF THROMBOPHLEBITIS 
WITH PERONEAL NEURITIS AND 
PARALYSIS FOLLOWING 
SUPRAVAGINAL HYS- 
TERECTOMY. 

PETERSON (Surgery, Gynecology and 
Obstetrics, May, 1909) reports a most in- 
teresting case of thrombophlebitis occur- 
ring as a postoperative complication of su- 
pravaginal hysterectomy for the relief of 
multinodular fibroid. The mechanical in- 
tervention was not especially difficult, nor 
was the time required for its completion 
long. Convalescence was uninterrupted for 
three weeks. The patient because of pre- 
vious excessive nervousness was kept in 
bed for twenty-one days. On the twenty- 
fifth day there was a sudden rise in temper- 
ature, followed two days later by marked 
tenderness over the left femoral vein just 
below Poupart’s ligament. There was but 
moderate swelling and excessive pain in the 
leg from the knee to the end of the toes, 
which continued for the next ten days, re- 
quiring the use of opiates. There was a 
gradual subsidence of pain, when it was 
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discovered that there was distinct foot- 
drop, glossy skin over the dorsum of the 
left foot, and diminution in the sensibility 
to touch, pain, and temperature on the outer 
side of the left leg and over the dorsum of 
the foot. There was thereafter slow im- 
provement. 

Peterson points out 
palsy is by no means 
Lloyd’s classification of affections of the 
sacral plexus set forth by Mills. These 
are the peroneal type, sacrodistal and sacro- 
gluteal type; neuritis, local or multiple, due 
to septic or other infection; neuritis with 
paralysis or pseudoparalysis due to phle- 
bitis (phlegmasia alba dolens), often septic 
and having special features. 

Hiinermann is quoted as the first to sys- 
tematically describe the peroneal type of 
paralysis as a sequel to childbirth. He re- 
ports four cases in his article and shows 
anatomically why each of the patients was 
the subject of localized paralysis. He 
points out that the sacral plexus is formed 
from the first three sacral nerves and from 
a large nerve trunk coming from the last 
lumbar nerve called the lumbosacral cord. 
This cord, as it passes over the brim of the 
pelvis, bends over the sharp border of the 
true pelvis, and not resting upon soft mus- 
cles, as does the sacral plexus itself, is very 
liable to injury at the time of labor by the 
head or by the forceps. It has been shown 
that this lumbosacral cord is the root of 
the peroneal or external popliteal nerve. 
In some rare cases it has been traced as a 
separate nerve from its muscular insertion 
back to the lumbosacral cord. The pero- 
neal nerve divides into the anterior tibial 
and musculocutaneous nerves. The ante- 
rior tibial supplies the tibialis anticus, ex- 
tensor longus digitorum, extensor proprius 
hallucis, and extensor brevis digitorum. 
The musculocutaneous branch supplies the 
muscles on the fibular side of the leg and 
gives branches to the peroneus longus and 
the peroneus brevis muscle. Hence when 
the peroneal nerve is paralyzed, the palsy 
involves the muscles which dorsiflex the 
foot and extend the toes. If the sensory 
filaments of the peroneal nerve be involved, 
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rare, and quotes 

















anesthesia will be observed over the toes, 
the dorsum of the foot, and the outer side 
of the ankle. 

In the fourth type, the neuritis and par- 
alysis of the lower limb is due to pelvic 
phlebitis or phlegmasia alba dolens. The 
neuritis may be the result of the spread of 
the inflammation or may be due to pressure. 
Von Winckel has reported cases showing 
that postpartum pelvic exudates may give 
rise to puerperal paralyses. On the other 
hand, in most cases the disability of the leg 
after phlegmasia alba dolens is not a true 
paralysis due to injury of a nerve trunk, 
but is due to the edema, swelling, and stiff- 
ness of the limb. 

It is evident that the two divisions under 
this classification are closely related, espe- 
cially if sepsis be the cause of the paralysis. 
In the majority of cases, whether the sep- 
sis arises after labor or after an operation, 
the lower pelvic veins are affected with or 
without extension to the femoral or other 
veins of the leg. Since the sacral plexus 
lies deep in the pelvis upon the pyriformis 
muscle, only occasionally will there be pres- 
sure enough from the phlebitis to cause 
paralysis. Femoral phlebitis with slight in- 
volvement of the pelvic veins is not apt to 
produce any nerve lesion, for the nerve lies 
too far away trom the vein to be affected 
by an extension of the inflammation. 

Although probably in most cases the pel- 
vic veins are involved in postoperative 
thrombophlebitis, the tendency is for the 
thrombus to extend downward rather than 
upward. This corresponds to the clinical 
signs, for usually in postoperative cases 
there is a slight rise of temperature and 
pulse before the veins in the leg become 
tender or swollen. 

In puerperal cases the infection is more 
virulent and the thrombus works outward 
from the uterus to the internal iliac vein, 
thence in some cases upward to the com- 
mon iliac and even to the vena cava, at the 
same time working downward to the fem- 
oral and other veins of the leg. Williams 
States that in some of his cases of phleg- 
masia alba dolens which went to autopsy 
the thrombotic process could be traced from 
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the uterus to the common iliac vein, whence 
it extended upward to the vena cava and 
downward even to the vessels of the foot. 

There are only two ways in which the 
peroneal palsy in the case just detailed 
could have been produced, namely, from 
trauma or pressure upon the lumbosacral 
cord. Trauma can be excluded, for there 
was none at the time of the operation. 
Pressure upon the cord sufficient to have 
produced the neuritis and paralysis could 
only have arisen from some inflammatory 
process. There was no evidence of an in- 
flammatory pelvic exudate, but there were 
evidences, clinical and physical, of the pres- 
ence of an inflammatory thrombotic pro- 
cess in the pelvic veins. Where the left in- 
ternal iliac vein crossed the left lumbo- 
sacral cord, the pressure of the vein upon 
the cord was sufficient to produce the neuri- 
tis and later on the paralysis. 

Such an extensive thrombosis must be 
rare after operation, or else peroneal paral- 
ysis would more frequently follow the 
thrombophlebitis. Such a palsy is too 
striking and too long continued to fail of 
recognition, and would surely have been 
recorded were it common to postoperative 
thrombophlebitis. Yet a thorough search 
through the literature, including a perusal 
of all the cases recorded in detail, has failed 
to show a similar case. 

Aside from the interest attached to the 
report of this certainly rare case from the 
therapeutic standpoint, it is worthy of con- 
sideration since it has been held by a few 
surgeons that there is by no means unanim- 
ity of opinion on this matter that postoper- 
ative phlebitis is particularly likely to occur 
in such patients as are allowed to get out 
of bed soon after operation. In the case 
reported it was noteworthy that the pa- 
tient was confined to bed for twenty-one 
days, but it should further be observed that 
the phlebitis did not occur until she had 
been up for several days. Many surgeons 
are convinced by their own experience that 
an early moving of the patient with changes 
of posture is one of the most efficient ways 
of preventing a postoperative phlebitis, the 
true cause of which still remains in doubt. 
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CAESARIAN SECTION IN THE TREAT- 
MENT OF COMPLETE PLACENTA 
PREVIA. 

NEWELL (Surgery, Gynecology and Ob- 
stetrics, May, 1909) in discussing this topic 
observes that there are unquestionably cer- 
tain conditions in which the operation of 
Czsarian section is not only justifiable but 
advisable in the treatment of complete pla- 
centa previa. These conditions are, how- 
ever, of rare occurrence. A primipara with 
complete placenta previa and a rigid cervix 
is unquestionably a proper subject for Ce- 
sarian section, but complete placenta pre- 
via is a rare complication among primi- 
pare, and marked rigidity of the cervix in 
the presence of a complete placenta previa 
is even more rare, so that the combination 
is one that would be seldom met in practice. 
A contracted pelvis, which would furnish 
an indication for Czsarian section if the 
previa were not present, is undoubtedly a 
definite indication for the performance of 
the operation, but it must not be forgotten 
that in the great majority of complete pla- 
centa previas we are dealing with a small 
premature infant, and the pelvic indication 
must be a very marked one to warrant the 
operation. An overdeveloped child causing 
relative insufficiency of the pelvis may also 
furnish in rare cases an indication for 
Cesarian section, but here again it must 
be remembered the first signs of dan- 
ger are usually co be appreciated before 
the eighth month, and at such a time a rel- 
ative insufficiency of a normal pelvis would 
be practically unknown. 

Manual dilatation of the cervix for de- 
livery necessarily means that an increased 
paralysis of the passive lower segment of 
the uterus in which the placenta is situated 
will ensue, and the possibility always exists 
that serious bleeding may take place after 
delivery. If the patient is in as good con- 
dition as she should be, in all but the excep- 
tional case, when the operation is under- 
taken, any postpartum bleeding can be 
checked by a tight gauze packing, and the 
danger removed. If, however, the patient 


has bled sufficiently so that the muscular 
tone is lost, and the uterus will not react 
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properly after delivery, the postpartum 
bleeding may be sufficient to be fatal, even 
after the uterus is tightly packed; but such 
a patient will also suffer from a muscular 
relaxation and postpartum bleeding after 
a Cesarian section, and the shock of oper- 
ation will be distinctly greater. Further- 
more, if bleeding continues after delivery 
by Cesarian section it is unsafe to pack the 
uterus tightly on account of the danger of 
tearing out the uterine stitches, and our 
only means of controlling hemorrhage ef- 
ficiently is to remove the uterus, a pro- 
cedure which materially increases the risk 
of the operation. The advocates of Czsar- 
ian section as a routine procedure appar- 
ently presuppose that operation from below 
involves an immediate extraction of the 
child, leaving the lower segment of the 
uterus exposed and the sinuses on the pla- 
cental site wide open, in case the condition 
of muscular relaxation, due to hemorrhage, 
has been reached. It is, however, well rec- 
ognized at the present time that if the pa- 
tient is in anything but a satisfactory condi- 
tion, the safest treatment is to sacrifice 
what small chance the baby may have and 
to perform a version, followed by a slow 
extraction of the child, using the child’s 
body as a tampon to control the hemor- 
rhage, and in the meantime stimulating the 
patient as may seem advisable. 

In no case should anxiety for the fetal 
life lead to increasing the risk to the moth- 
er, unless both are in at least fair condition. 
There is no question but that slow extrac- 
tion of the child increases the fetal mor- 
tality of the operation, but there is also no 
question but that it lessens the shock of 
operation to the mother and temporarily 
controls the bleeding. For this reason, un- 
less the mother is in satisfactory condition 
and the child has been demonstrated to be 
alive and in good condition by intrauterine 
palpation of the umbilical cord, immediate 
extraction of the child should never be 
undertaken. Outside of these conditions it 
seems that the only indication for abdom- 
inal Czsarian section in complete placenta 
previa is that neither the attending physi- 
cian nor his consultant may be qualified for 
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expert obstetric work, while one of them 
may be a trained abdominal surgeon. There 
can be no doubt that the trained surgeon 
who has had no obstetric training will have 
better results in treating placenta previa by 
Cesarian section, if he is unfortunate 
enough to be called in consultation to such 
a case, than if he tried to perform an oper- 
ation with which he has had little or no 
experience. Therefore the adyocates of 
Czsarian section have not recognized that 
their personal limitations furnish the great 
indication for an abdominal delivery, and 
not the exigencies of the case. 

Within a comparatively recent period 
vaginal Czsarian section has been urged 
as the best solution of the problem, and 
the advocates of this operation claim that it 
is simple and easy for the trained surgeon 
and carries much less risk with it than the 
abdominal delivery, but the writer’s feel- 
ing is that it is not as simple a procedure, 
even in uncomplicated cases, as is com- 
monly stated, and he feels that although in 
rare cases in which the cervix is more or 
less rigid it is very probably a safer opera- 
tion than abdominal delivery, as a routine 
procedure, in complete placenta previa it 
has few, if any, advantages over the meth- 
ods heretofore in use. 





SURGICAL TREATMENT OF GASTRIC 
ULCER. 

MULter (Pennsylvania Medical Journal, 
May, 1909) notes that the mortality of gas- 
trojejunostomy as performed by operators 
of large experience is about three per cent, 
whilst in the hands of surgeons less deft 
it is about ten per cent. He further ob- 
serves that to determine the results of this 
operation upon gastric ulcer we must first 
have a clear idea of the modern views on 
the anatomy and physiology of the stom- 
ach. It is principally due to the pictures 
produced when the stomach movements are 
observed through the fluoroscope that any 
progress has been made in this direction. 
Cannon experimentally, Holzknecht clin- 
ically, and more recently Pfahler, Pan- 
coast, and Gray, have clearly demonstrated 
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an entirely different kind of stomach than 
that seen in the text-books, in the post-mor- 
tem room, or even at the operating table, 
where the first correct ideas were obtained. 
Pawlow, Bayliss and Starling, Wertheimer, 
and others have elucidated the physiology 
of the gastric secretions, and the wonder- 
ful mechanism governing the actions of the 
pylorus, consisting as it does of chemical 
stimulation and the action of the central 
and local nervous mechanisms. 

After a meal the food remains in a mass 
in the cardiac portion of the stomach, 
where it slowly softens and becomes mixed 
with the gastric secretions and the saliva. 
After the lapse of a variable time, depend- 
ent upon the character of the meal, the 
fundus elongates, and the stomach, con- 
tracting, squeezes the fluid portions into 
the pyloric end, where after further mixing 
with gastric juice a series of contraction 
waves drives a mass of chyme into the 
duodenum. The latter, feeling the effect 
of the acid, gives rise to a reflex which 
automatically closes the pylorus. When 
the acid chyme is neutralized by the alka- 
line duodenal secretion it is swept down- 
ward to the jejunum, the cardia contracts, 
the pylorus opens, and the process is re- 
peated. This occurs again and again for 
from three to four hours, the time required 
for gastric digestion, though toward the 
last the pylorus relaxes sufficiently to allow 
the passage of unliquefied and often indi- 
gestible masses of food. 

If an ulcer forms in the vicinity of the 
pylorus, it can readily be seen why the pa- 
tient suffers from pain, from distress, or 
from vomiting when the food is driven 
through the pylorus. The irritation of the 
highly acid secretions throws the pylorus 
into spasm in the worst cases, or the in- 
creased acidity, affecting the duodenum, 
tends to disturb the nervous mechanism 
controlling the pyloric orifice. As the ulcer 
spreads and involves the underlying struc- 
tures, the round-cell infiltration causes 
rigidity, and finally the organization of con- 
nective tissue permanently cripples the py- 
lorus and produces pyloric stenosis. Mayo 
states that pyloric spasm is not regularly 
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seen when the ulcer is indurated, and that 
it may exist as a result of reflex irritation 
when any of the derivatives of the primi- 
tive foregut are in a state of disease, and 
not necessarily be an indication of a stom- 
ach lesion. Hertz objects to the term 
“spasm” and even doubts its occurrence, 
preferring to believe that it is due to reflex 
inhibition of the relaxation which normally 
occurs on the arrival of a peristaltic wave, 
comparable to the condition produced by 
the presence of acid or fat in the duode- 
num. Pyloric spasm, however, is still a 
term of popular usage, and the writer re- 
tains it for want of a better. 

Much confusion exists in regard to the 
terms hyperacidity and _ hypersecretion, 
serving not only to obscure the diagnosis 
of functional disorders, but also to com- 
plicate the study of ulcer. Hypersecretion 
should be considered as a pathological con- 
dition which, carrying with it an excess of 
acid, produces a continuous spasm of the 
pylorus independent of and closely simu- 
lating ulcer. It may even lead to dilatation 
of the stomach from retention and be diag- 
nosed with difficulty from pyloric stenosis 
with dilatation. Such cases in the past have 
been operated upon, and though the stom- 
ach seemed normal a gastrojejunostomy 
was performed because of the symptoms, 
with often a very unsatisfactory result. 
The pylorus, not being permanently crip- 
pled, soon regained its normal tone; the 
food, avoiding the new opening, was passed 
through the pylorus, and disturbance in the 
stomach function became apparent. The 
surgeon should therefore have the courage 
to close the abdomen without further inter- 
ference if he finds that the pylorus pre- 
sents no gross evidence of disease. It is 
just this class of cases which has given 
rise to the doubt in the minds of many in- 
ternists as to the value of operative inter- 
vention. T[’ersistent hemorrhage would be 
the exception to this rule. 

While it is true that hypersecretion does 
not always mean ulcer, it is a!so a fact that 
ulcer usually means hypersecretion with its 
excess of acid, and whichever is the pri- 
mary cause, the hypersecretion is continued 
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by the nerve irritation of the ulcer. Paw- 
low, in one of his dog experiments, encoun- 
tered an ulcer in the cul-de-sac which did 
not interfere with the secretion in the first 
hour of digestion, but in the second hour 
the secretion did not decrease, as it should, 
to one-half, but remained at the height of 
the first hour. We also know that, at the 
time when the greatest quantity of pancre- 
atic juice is poured out, the gastric secre- 
tion diminishes. It seems probable that the 
delayed passage of the food from the stom- 
ach to the duodenum, by reason of indura- 
tion of the pyloric muscle, pyloric stenosis, 
adhesions, etc., lessens the amount of pan- 
creatic secretion, and conversely increases 
the gastric juice and raises its acidity in the 
endeavor to force the pancreatic secretion. 

If, then, an operation is indicated for 
gastric ulcer and a gastrojejunostomy per- 
formed, we can with the above mentioned 
facts before us have a more scientific 
knowledge of its effects than in the past. 
In all the older literature, surgeons who 
obtained relief by surgical operation 
ascribed their good results to the securing 
of drainage of the food and secretions. 
Mayo Robson in 1901 made the following 
statement: “Gastroenterostomy, in the ab- 
sence of special complications, is the opera- 
tion to be relied on in the treatment of ulcer 
of the stomach. It acts by securing physio- 
logical rest by means of drainage, thus al- 
lowing the ulcer to heal without being sub- 
jected to the irritation of acid secretions, 
accumulation of food, or frequent stomach 
movements.” To-day such an explanation 
is not accepted in its entirety because the 
researches of many investigators have 
shown that the problem is not so simple; 
indeed, the problem is by no means solved 
as yet. Surgeons themselves were aware 
of this fact, even before the work of the 
physiologists became generally known, as 
is witnessed by the number of papers upon 
regurgitant vomiting, vicious circle, etc., 
after operation, and soughi various expedi- 
ents whereby such sequele might be 
avoided. 

The regurgitation of bile and pancreatic 
juice is not now believed to interfere seri- 














ously with gastric digestion, and many 
observers, Patterson and Katzenstein being 
the most recent, believe that such regurgita- 
tion regularly occurs after gastrojejunos- 
tomy. Patterson, however, believes that 
the amount of bile is overestimated, form- 
ing not more than five or six per cent of 
the gastric contents, and that therefore the 
lowering of gastric acidity which occurs 
after gastrojejunostomy is only partly due 
to this cause. 

Katzenstein, whose work was based on 
animal experimentation, states that consid- 
erable bile is regurgitated, but advances the 
theory that, as the pancreatic ferments do 
not become inactive in an acid medium, 
neither peptic nor pancreatic digestion is 
interfered with. 
recorded the finding of bile in the stomach 
after gastrojejunostomy, and it can be as- 
serted positively both from experimental 
and so-called 
“vicious circle” is not due to this cause. If 
regurgitant vomiting cccurs and persists, 
some error in the performance of the opera- 
tion is responsible, whether it be spur, loop, 
adhesions, or especially a poor selection for 
the site of the opening. It is unfair to cast 
reproach upon surgery for this accident, 
because it is only within the last two years 
that the technique of gastroenterostomy has 
been revolutionized by the general adoption 
of the so-called “no-loop” operation and 
“vicious circle’ made an uncommon se- 
quela. 

Gastroenterostomy does not seem to af- 
fect the emptying power of the fundus 
unless the pylorus is markedly stenosed and 
the organ greatly dilated. The anastomotic 
opening is usually made in the pyloric por- 
tion, and the fundus in which the food re- 
mains for a considerable time is not drained 
unless the anastomosis has been made to 
it, in which case the premature escape of 
chyme and gastric secretion may produce 
serious disturbance and may even cause the 
formation of jejunal ulcers. When the food 
has remained sufficiently long in the cardiac 
portion it is propelled toward the pylorus, 
and if this organ does not properly relax, 
the new opening affords a “safety-valve” 


Numerous observers have 


clinical evidence that the 
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for the escape of portions of the chyme in 
sufficient quantity to allow relaxation of the 
pylorus and promotion of healing. Gray’s 
tracings show very well that the pyloric 
portion empties very quickly, not only 
draining the acid present, but preventing 
further secretion by removing the stimuius 
of foodstuffs. 

Certain experimental work done by Can- 
non and Blake and Legett and Maury, 
which seems to show that with an unob- 
structed pylorus the food will not pass 
through the stoma, has excited considerable 
controversy. But sufficient of the acid 
chyme will undoubtedly escape and relax 
the pylorus as has just been stated. At any 
rate the tendency at the present time is to 
avoid interference with the stomach unless 
the pylorus is obstructed by the indurating 
variety of gastric ulcer. 

The new opening must be a large one, a 
point insisted upon by all gastric surgeons, 
because its lumen is somewhat elongated 
and narrowed by the muscular movements 
of the stomach. If the pylorus is perma- 
nently stenosed the new opening serves as a 
substitute for it, but it is doubtful whether 
it really assumes a true sphincteric action. 

There are now many carefully made ob- 
servations upon the states of the secretions 
after gastrojejunostomy which show that 
the gastric acidity is lowered and the hyper- 
secretion diminished. 

The exact reasons for this have not been 
carefully worked out, but it seems probable 
that the entrance of the bile and pancreatic 
juice which inhibits gastric secretion, the 
diminution of the total chlorides and the 
earlier formation of the hormone secretion, 
producing a fall in the amount of gastric 
secretion, are the most important factors. 

Most observers agree that the absorption 
of fats, nitrogen, and carbohydrates is not 
disturbed by gastrojejunostomy. In nine 
observations Patterson found that the aver- 
age diminution of nitrogen absorption was 
1.7 per cent and of fat 1.9 per cent, in every 
instance the variation being within the 
limits found in healthy individuals. He 
particularly noted that it made no difference 
whether pyloric stenosis or a patent pylorus 
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was present, the absorption after operation 
was equally as good. Cameron agrees with 
these findings when the patient is fed on a 
mixed diet, rich in fat, but found that on a 
milk diet the ability to digest and absorb fat 
was impaired, probably due to a diminution 
in the rennin. 

The most important point in the surgical 
treatment of gastric ulcer to the general 
practitioner is the after-history of patients 
upon whom gastrojejunostomy has been 
performed. Until a very recent date such 
information was not to be obtained except 
in scattered case reports. To-day we have 
a collection of statistics the best 
known abdominal surgeons in the profes- 
sion to draw deductions from. 

These statistics show 78.8 per cent of 
cures and 8.5 per cent improved by opera- 
tion. Musser found that, in 264 unpub- 
lished cases of gastroenterostomy for com- 
plicated gastric ulcer, there were 24 deaths, 
208 cures, and 8 improved, thus giving a 
good result in 90 per cent. 

In at least thirteen of the forty-eight 
deaths after operation, the cause of death 
Such a fact is of 


from 


was gastric carcinoma. 
extreme importance and should lead sur- 
geons to endeavor to ascertain in a given 
case whether pylorectomy (Rodman’s oper- 
ation) or should be 
given the preference. In middle-aged adults 
who suffer from symptoms of gastric ulcer, 
the liability to carcinoma should be borne 
in mind and surgical treatment advised at 
an earlier date than for the same lesion in a 


gastroenterostomy 


young adult. 


A FURTHER EXPOSITION OF THE AB- 
DUCTION TREATMENT OF FRAC- 
TURE OF THE NECK OF 
THE FEMUR. 

RoyaL WuitmMan (New York State 
Journal of Medicine, May, 1909) states that 
in contrast with other fractures, the techni- 
cal treatment of fracture of the neck of the 
femur as a local injury and deformity is 
subordinated, both in theory and practice, 
to the physical disabilities of the patient that 


may render it difficult, impracticable, and 
often futile. 


It is assumed that restoration 
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of function is impossible, and that non- 
union is the usual result if the fragments 
are separated ; consequently it is a surgical 
axiom that the so-called impacted fracture 
is to be undisturbed because reduction of 
deformity would endanger union, which is 
the standard of success. 

What may be called official treatment, as 
illustrated by the routine of the large hos- 
pitals and approved by the text-book, is ap- 
parently a compromise between the local 
and general disabilities of the individual and 
between some treatment and no treatment. 
After a conventional period it is discontin- 
ued and the case passes from observation. 
If, as a class, these patients were as old and 
feeble as they are generally supposed to be, 
the character of the treatment would be less 
open to criticism, but as a matter of fact a 
large proportion are young and vigorous, 
and yet they receive no better care, as far 
as quality is concerned, than the others; for, 
as has been stated, the physical disabilities 
of the majority regulate the treatment of 
all. 

The relative frequency of fracture of the 
neck of the femur in the aged is reasonably 
accounted for by the atrophy of structure, 
which, although affecting all bones in like 
degree, makes an exposed part like the 
femoral neck relatively weak in proportion 
to the strain to which it is subjected. It is 
a logical sequence, therefore, that the neck 
of the femur has always been relatively a 
weak part, as is indicated by its shape and 
position. Because it is weak it may be 
broken at any age by slight force advan- 
tageously applied, the two periods of life 
at which it is, in this sense, most vulnerable 
being adolescence and old age. 

But while in the aged the presence of 
the injury can hardly be open to doubt, in 
early life it is usually overlooked. For ex- 
ample, upwards of fifty cases of fracture 
of the neck of the femur in early life have 
come under the writer’s observation at pe- 
riods from a few weeks to several months 
after the injury. In possibly ten of these, 
including five ununited fractures previously 
treated in hospitals, had the diagnosis been 


made. 

















REPORTS 


The same failure to identify the nature 
of the injury, at least in so far as the diag- 
nosis influenced: the treatment, appears in 
the history of a large proportion of the 
comparatively numerous cases of fracture 
of the neck of the femur in vigorous adult 
life, that are observed from year to year 
at the Hospital for Ruptured and Crippled. 

Of fracture at the hip, however, it is 
taught that repair is doubtful and that func- 
tional recovery is practically impossible: 
(a) Because of the deficient blood-supply, 
which explains non-union even if the frag- 
ments are apposed; (b) because in the vig- 
orous person great violence is required to 
break the bone, which under such condi- 
tions is often shattered beyond the possi- 
bility of repair; (c) because correction of 
deformity, if the fragments are impacted 
or apposed, must not be undertaken; (d) 
because disorders of nutrition, inducing ab- 
normal absorption or formation of bone, 
often follow the injury and lead to pro- 
gressive disability. 

This teaching, which has long served to 
justify a routine, manifestly defective, and 
to excuse neglect, is not supported by pos- 
itive evidence, since the results, from the 
clinical standpoint at least, may be as well 
explained by inefficient treatment as by the 
situation and character of the injury. On 
the other hand, the evidence of cases re- 
ported and presented at medical meetings 
proving that satisfactory results and even 
functional cures may be obtained by posi- 
tive and effective treatment is constantly 
increasing. 

In complete fracture of the neck of the 
femur the shaft is usually displaced upward 
and slightly outward, and lies behind the 
inner fragment with the fractured surface 
turned forward. 

If the fracture is incomplete, the deform- 
ity is in a minor degree the same, the limb 
being in characteristic cases slightly flexed, 
adducted, and rotated outward. 

The essentials in the treatment of a frac- 
ture involving a joint, if functional cure is 
its object, are: (1) Immediate and complete 
reduction of deformity, whether it is due to 
separation, impaction, or interlocking of the 
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fragments; (2) secure fixation until there 
is no longer danger of displacement. 

These conditions are manifestly far more 
difficult to meet at this joint than at any 
other, for as direct manipulation is impos- 
sible, apposition can be attained only by 
adaptation of the outer to the inner frag- 
ment, while the depth of the fractured bone, 
the yielding character of its coverings and 
its position, at the junction of two parts of 
different size and function, explain the dif- 
ficulty in assuring effective support. 

Routine treatment may be criticized be- 
cause it is conceived and conducted on the 
supposition that these obstacles are insur- 
mountable. For example, in impacted frac- 
ture the aim is simply to prevent displace- 
ment of the apposed though distorted frag- 
ments, and as the results in this most fa- 
vorable class of cases set the standard of 
success, we may by comparison with the 
normal judge how far they fall short of 
functional cure. 

The neck of the femur projects upward, 
inward and slightly forward from the shaft, 
the elevation to about one hundred and 
twenty-eight degrees permitting the normal 
range of abduction, which, with the limb 
extended, is about forty-five degrees. That. 
is, the femur may be abducted until the 
neck is slightly inclined downward. 

At this limit of abduction, the outer and 
upper surface of the neck is in contact with 
the projecting rim of the acetabulum, the 
upper extremity of the trochanter, its base 
enclosing the acetabular margin, lies in con- 
tact with the muscles covering the ilium, 
and the anterior and inferior portion of the 
capsule is made tense, the three checks op- 
erating at the same time. 

If, however, the angle of the neck is 
lessened, as in coxa vara, abduction is 
checked by contact of the neck and acetab- 
ulum, before traction is made on the cap- 
sule, while the lateral displacement of the 
trochanter prevents it from coming into 
contact with the ilium. Furthermore, the 
range of voluntary motion is controlled by 
the muscles, which check it before the 
bones are in actual contact or the ligaments 
Thus the direct limitation 


are made tense. 
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of abduction due to deformity is always ex- 
aggerated by the adaptive changes in the 
muscles. Such limitation, if at all marked, 
is followed by a compensatory tilting of the 
pelvis upward on the affected side, includ- 
ing what is called practical shortening, 
which is of far greater importance, from 
the functional standpoint, than the direct 
shortening due to the deformity. 

Finally, the normal upward inclination 
of the neck protects it from strain, a strain 
that is very greatly increased by the depres- 
sion, so that deformity, whether induced by 
fracture or by previous weakness, as in coxa 
vara, is often progressive. This has been 
proved by actual observation in young sub- 
jects, and there is every reason to believe 
that the deformity of impacted fracture is 
actually increased under the strain of 
weight-bearing, which is permitted and en- 
couraged before repair is complete. 

These facts, which may be so easily dem- 
onstrated, would perhaps have led to a more 
critical consideration of the treatment were 
it not that the ability to use the limb with- 
out support after an injury of this charac- 
ter is considered sufficient proof of its ef- 
ficiency. 

The term impaction, as it is usually in- 
terpreted, implies a degree of violence suf- 
ficient to drive one fragment into the other, 
and “breaking up” an impaction suggests, 
doubtless, a corresponding violence of man- 
ipulation. This classical impaction is, the 
author believes, but one, and a comparative- 
ly unusual, variety of incomplete fracture, 
a form that must be accompanied by the 
evidence of similar injury to the tissues cov- 
ering the broken bone. 

The incomplete fracture finds its most 
perfect example in early life. In one va- 
riety the neck is directly depressed, a form 
of green-stick fracture. In another the 
line of separation is at the epiphyseal junc- 
tion, and the neck, held in contact with the 
head by the tissues on its posterior aspect, 
is turned forward. 

Besides the three varieties mentioned, 
there is another and far more important 
class of cases in which the injury usually 
passes for impaction because the deformity 
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is slight, and because the ability to move 
the limb is retained. In this form the frac- 
ture is complete, but the fragments are 
held in contact by unruptured periosteum 
and by the capsule. 

Partial, or complete, fractures in adult 
life are often caused by indirect violence, as, 
is indicated by the character of the acci- 
dent and by the absence of local bruising of 
the tissues. Both in and out of hospitals 
they often pass for contusions because, as 
has been suggested, the fact that the neck 
of the femur may be broken by slight vio- 
lence at any age is not yet established. In 
these cases, whether treated or not, the final 
result is in most instances a loss of the up- 
ward inclination of the neck of the femur 
with the functional disability that must fol- 
low the deformity. 

The line between youth and age, in so far 
as it relates to diagnosis, to causes, and to 
effects, is in great degree imaginary, and a 
treatment that may be applied in the one 
class may be applied also, if not as easily, 
in the other, with a measure of the same 
success. 

Assuming, then, that in the ordinary form 
of incomplete fracture the fragments are 
not crushed or telescoped, an assumption 
justified by physical examination and by +- 
ray pictures, but that the essential deform- 
ity is an absolute or relative loss of the nor- 
mal upward inclination of the neck, we may 
now consider a treatment designed to im- 
prove functional results by correction of 
deformity to the degree at least which the 
nature of the injury permits. 

The patient having been anesthetized the 
upper part of the trunk is placed upon a 
box. The sacrum rests upon a secure pel- 
vic support, and each lower limb is held by 
an assistant in the extended position so that 
the body is symmetrical, the pelvis level and 
perfectly balanced. The operator stands on 
the injured side, his hands supporting the 
thigh. The assistant, holding the sound 
limb in the extended position, abducts it to 
the normal limit, which is reached when 
the outer border of the neck comes into con- 
tact with the upper border of the acetabu- 


lum. If the limb is held firmly in this po- 
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sition the pelvis is fixed, the anterior supe- 
rior spines lying in the same plane. At this 
moment the assistant, supporting the in- 
jured limb in slight flexion, rotates it in- 
ward to the normal attitude, then under 
steady traction slowly abducts it, the oper- 
ator meanwhile supporting and guiding the 
thigh and pressing downward on the tro- 
chanter, which should regain the normal 
relation to Nélaton’s line, when the de- 
formity, under the combined influence of 
pressure, leverage, and traction, is correct- 
ed. When the limb has been abducted to 
the desired degree, preferably the normal 
limit, as indicated by comparison with its 
fellow, a firm, well-fitting plaster spica is 
applied from the upper part of the thorax 
to the toes. 

The efficacy of this method of correcting 
deformity without the slightest violence is 
explained by the construction of the joint. 
Thus, as the range of abduction is checked 
by the direct contact of the neck of the fe- 
mur and the acetabulum, one may fix the 
pelvis by abduction of the sound limb. On 
the injured side abduction is restricted by 
contact of the deformed neck and the ace- 
tabulum, and as this contact fixes the neck 
further abduction of the limb aided by fixa- 
tion of the pelvis, assured by the abduction 
on the sound side, enables one to adjust the 
shaft to the inner fragment at a relatively 
normal angle. In this position consolida- 
tion takes place. At its completion the sup- 
port is removed and the limb is brought to 
the median line, and the deformity having 
been corrected the normal range of motion 
should be assured. 

If the deformity is of the green-stick va- 
riety, it is corrected by direct leverage, but 
if, as the writer believes, the majority of 
fractures of this type in adult life are prac- 
tically complete, then the deformity is cor- 
rected by traction and pressure with but 
slight leverage. This gentle manipulation, 
in which the limb is moved only for the pur- 
pose of correcting deformity, or if this 
seems inadvisable, merely to an improved 
position as regards ultimate function, and 
is then immediately fixed by an effective 
splint, can hardly correspond with the men- 
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tal picture of the “breaking up of an impac- 
tion,” that surgical bugbear which has thus 
far discouraged rational treatment. 

Another characteristic type of the epi- 
physeal fracture in adolescence is mentioned 
in which the neck is held firmly against the 
head, and turned forward so that disengage- 
ment and reposition necessitate an open op- 
eration, at least at the later period when the 
opportunity for positive treatment is of- 
fered. The same condition may be found 
in adult life, as proved by a case recently 
operated on. In this form, which would be 
indicated by extreme outward rotation of 
the limb, by a projection below and in front 
of the anterior superior spine, and con- 
firmed possibly by an «-ray examination, 
disengagement and adjustment could be ac- 
complished only by flexion, abduction, and 
inward rotation followed by fixation in the 
attitude described. If this were not suc- 
cessful the open operation would be indi- 
cated. 

The treatment of complete fracture is 
conducted on the same principles, the first 
step being the immediate reduction of the 
deformity. The anesthetized patient is 
placed in the attitude described with the 
pelvis fixed by abduction of the sound limb. 
The operator then flexes the injured thigh, 
pushes it gently backward and rotates it in- 
ward, the object being to disengage the 
fragments from the capsule and the over- 
lying psoas muscle, which may have fallen 
between them. The limb is then brought to 
the extended position and traction is exert- 
ed by the assistant until the shortening has 
been completely overcome, as proved by 
measurement or by the relation of the tro- 
chanter to Nélaton’s line. It is then gently 
and slowly abducted until it corresponds 
exactly to the position of its fellow, the op- 
erator meanwhile supporting and lifting the 
thigh, which has a tendency to fall below 
its normal level. 

In this attitude of full abduction it is 
firmly fixed by a spica plaster bandage, ap- 
plied and supported with especial reference 
to holding the thigh in its exact relation 
to the body. The obvious advantages of 


this method are these: 
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The muscular spasm having been relaxed, 
the limb may be easily drawn down to its 
proper place. From this point abduction 
turns the surface of the outer fragment 
downward and into relation with the inner 
fragment. 

Abduction draws upon and finally makes 
the capsule tense, and as it encloses the 
fragments, such tension should overcome 
lateral displacement and direct the frac- 
tured surfaces toward one another. 

In this attitude the anterior border of the 
capsule, reénforced as it is by the Y liga- 
ment, forms a resistant wall, against which 
the fragments may be aligned by pressure 
from beneath. 

Abduction checks the deforming influence 
of the muscles, since it relaxes the pelvitro- 
chanteric group, while the tension on or ac- 
tive contraction of the iliopsoas and adduc- 
tors would tend to appose rather than to 
separate the fragments. 

Finally, in full abduction the trochanter is 
apposed to the side of the pelvis in a man- 
ner to check mechanically upward displace- 
ment. 

It is evident that the limit of surgical aid 
is reached when the fractured surfaces are 
fixed in apposition. Although the writer 
believes that the plaster apparatus, properly 
applied, will assure such fixation, yet for 
additional security he has in a number of 
cases used the more direct support fur- 
nished by a drill passing from one fragment 
to the other. An ordinary bone drill is 
used, about one-sixth of an inch in diam- 
eter, from four to five inches in length, ac- 
cording to the size of the patient. This, 
fixed in its handle, is pushed directly 
through the soft parts to the bone, the cor- 
tex is easily penetrated, and there is no fur- 
ther resistance until the head is entered. 
The handle is then removed, the now slight- 
ly projecting base of the drill is driven fur- 
ther in, and the skin is drawn over it, a so- 
called subcutaneous operation. As_ the 
drill is inserted with the limb in abduction, 
its direction must be from a point about 
three inches below the apex of the trochan- 
ter, slightly forward, in a horizontal di- 
The handle enables one to appre- 


rection. 
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ciate the resistance of the tissues through 
which it passes, and thus to guide the in- 
strument, both as to direction and depth. 

This direct splint is merely an adjunct in 
treatment, an additional assurance of fixa- 
tion, of service until the natural process of 
repair is sufficiently advanced to prevent 
displacement. During this process the 
bone softens and the drill becomes loose, as 
may be ascertained by pressure on its base 
projecting beneath the skin, and at a con- 
venient time from three to six months later 
it may be removed through a small incision. 

If supports of this character can serve 
but a temporary purpose, it would seem that 
the form described, which can be so easily 
applied with so little disturbance of the tis- 
sues, should be preferred to nails driven 
without accurate reduction of deformity, 
or to spikes of silver or to splints of bone 
or aluminum, which necessitate an open 
wound and usually preliminary boring of 
the bone to permit their insertion. 

If the deformity has been corrected, the 
fragments fixed, and the limb held securely 
in the best possible attitude by a plaster 
spica bandage, the immediate treatment of 
the fracture is completed, and the result is 
not, as far as the local condition is con- 
cerned, influenced by the character of the 
nursing, on which other methods of treat- 
ment are dependent. 

In the abduction method of treatment 
the anatomical structure of the joint has 
been utilized to reduce deformity with the 
same definiteness as in the manipulative re- 
duction of dislocation of the hip. But al- 
though it has been often described, its 
purpose and the manner of its application 
are constantly misapprehended by those 
who have not seen it demonstrated. 

For example, the following is a quotation 
from the last edition of a standard work 
on fractures: “Whitman’s proposal to ab- 
duct the limb under anesthesia until the 
trochanter rests against the ilium, and then 
to force the abduction, using the trochanter 
as a fulcrum, so as to restore the normal 
angle between the neck and the shaft, does 
not commend itself.” 

It has been sufficiently emphasized that 
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if the fracture is complete the limb must 
be drawn downward until the shortening 
has been overcome before the fracture is 
reduced. The trochanter, impinging on the 
ilium, would serve as a fulcrum to separate 
the fragments, whereas, when properly ap- 
plied, traction will appose them, unless it is 
carried beyond the normal limit. This is, 
however, most unlikely, because of the re- 
sistance offered by the muscles and by the 
capsule. These facts have been confirmed 
by Taylor’s experiments on the cadaver. 

In the impacted fracture the neck is de- 
pressed, consequently abduction is limited 
by contact of its outer border with the ace- 
tabulum. It is the neck, not the trochanter, 
that furnishes the fulcrum by which one 
may adjust the shaft in its normal relation. 

If the fragments were telescoped so that 
the neck were much shortened, the trochan- 
ter lying in contact with the rim of the 
acetabulum might serve as a fulcrum to 
withdraw the neck if it were driven into 
the shaft, or to withdraw the head if it 
were driven through the acetabulum. These 
are, however, unusual conditions, the ordi- 
nary type being one in which the deformity 
is corrected by traction and pressure, aided 
by slight leverage. 

It has been suggested also that as trac- 
tion in the line of the body may tilt the pel- 
vis downward, altering the relation between 
it and the limb to one of some degree of 
abduction, the operator may employ, though 
unwittingly, the abduction method when- 
ever Buck’s extension is applied. 

The essential distinction between full ab- 
duction of the limb, on the level pelvis, in 
whicn the movement takes place in the 
joint and at the seat of fracture, and the 
indifferent abduction incidental to tilting of 
the pelvis and lateral distortion of the spine, 
which does not even indicate that the short- 
ening has been reduced, should, however, 
be clear to any one who has read the de- 
scription of the method. The plaster spica 
is a convenient, efficient, and comfortable 
support, although not an essential part of 
the treatment, since full abduction may be 
maintained by splints or by traction and 
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counter-traction, if intelligent supervision 
is assured. 

Repair after fracture of the neck of the 
femur, especially if the fragments have 
been separated, must be slow, and recovery 
can hardly be anticipated within a year. 
During this period a modified hip-splint 
that permits motion without weight-bear- 
ing is a very valuable adjunct in treatment. 

Functional recovery implies a range of 
motion sufficient for ordinary use. This re- 
quires, first, reduction of deformity, and 
secondly the removal of restrictions due to 
fixation and disuse of the limb by a series 
of active and passive exercises. 

In this connection another advantage of 
this treatment appears, for as the limb has 
been fixed in extension and abduction, it 
may be easily replaced in this position after 
the apparatus has been removed. If, on the 
other hand, the limb has been held in the 
line of the body for the same period, the 
range of abduction is always restricted, and 
this favors the characteristic attitude of 
flexion and abduction. 

The conclusion seems justified that what- 
ever the treatment employed, whether trac- 
tion and splinting, or traction and suspen- 
sion, or support without traction, whether 
the fragments are spiked or not, its effi- 
ciency will be.increased in proportion to the 
degree of normal abduction of the limb. 
For abduction here corresponds to the atti- 
tudes of selection after injuries elsewhere, 
which assure the greatest usefulness of the 
joint if function is to be permanently im- 
paired, a point which has not thus far at- 
tracted attention. 

It is not claimed that deformity may be 
always perfectly reduced, or that repair will 
always follow if the fragments are apposed. 
The method is simply a practical means of 
applying surgical principles in the treatment 
of a fracture to which surgical principles 
have not been heretofore applied. 

The abduction treatment is not automatic. 
It must be used with discretion, and its 
proper application may require more skill 
and experience than the ordinary methods 
of routine. It simply enables one, as it 
were, to lay the foundation of success, 
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which, as experience has now demonstrated, 
is no longer beyond the scope of surgical 
endeavor. 





THE EXPERIMENTAL PRODUCTION 
OF ACUTE TOXIC ULCER OF 
THE STOMACH. 

ReuFruss (University of Pennsylvania 
Medical Bulletin, June, 1909) concludes an 
experimental paper upon this subject as fol- 
lows: 

After the subcutaneous injection of the 
venom of the heloderma into guinea-pigs, 
gastric ulcer and hemorrhagic erosions are 
found in approximately 85 per cent, of all 
the animals used. These ulcerations are 
aggravated by atropine as well as by pilo- 
carpine; it is therefore unlikely that ulcer- 
ation is due to the excretion of the toxin 
through the intact mucosa. 

Various poisonous substances, otherwise 
differing widely in their chemical characters 
and pharmacologic effects, may all produce 
similar changes in the gastric mucosa. The 
effect of these substances is not a specific, 
but is probably an indirect one, acting either 
(1) through a weakening influence on the 
circulation, or (2) through a direct injuri- 
ous effect on the cells of the mucosa. 

The degree of efficacy of these substances 
is on the whole parallel to their general 
toxic effect or to the degree in which they 
affect the general vitality of the animals. 
There exist, however, marked differences 
in the tendency of these substances to pro- 
duce ulceration (especially magnesium 
chloride and paraldehyde). 

In the large majority of cases both hem- 
orrhage and ulceration are found in the af- 
fected areas. The fact that the addition of 
alkali is in a large majority of cases able 
to prevent the occurrence of ulceration and 
hemorrhage renders it almost certain that 
usually digestion is primary and that in 
many cases hemorrhage is merely the re- 
sult of secondary erosion of the vessels. 
Microscopic observation favors this inter- 
pretation. 

In the course of ulceration neighboring 
blood-vessels become occluded by thrombi. 
This is secondary and not primary, inas- 
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much as experimentally produced incoag- 
ulability of the blood failed to prevent the 
occurrence of ulcer. Thrombi are therefore 
not the cause of ulceration, but this second- 
ary thrombosis must be considered as a 
beneficial process in that it prevents fatal 
hemorrhage. 

These facts throw light on hemorrhagic 
erosions in man which are in all likelihood 
due to primary digestion. They also indi- 
cate that such lesions may be transformed 
into typical gastric ulcer. At least such is 
the case in guinea-pigs subjected to the in- 
fluence of different toxic substances. 
Whether chronic round ulcer can be pro- 
duced by a perpetuation of such a condition 
remains to be proved. 





JEJUNAL AND GASTROJEJUNAL ULCER 
FOLLOWING GASTROJEJU- 
NOSTOMY. 

PATERSON (Annals of Surgery, August, 
1909) concludes an excellent article on this 
subject as follows: 

The risk of jejunal ulcer following gas- 
trojejunostomy is probably under two per 
cent. 

At the present time this complication ap- 
parently occurs less frequently than for- 
merly. 

Clinically, there are two groups of cases: 
(1) Those in which perforation into the 
general peritoneal cavity ensues; (2) those 
in which general peritonitis is prevented by 
the formation of adhesions. 

Pathologically the cases may be classified 
as follows: Ulcers of the jejunum; gastro- 
jejunal ulcers, or ulcers at the site of the 
anastomosis. 

Jejunal ulcers in some instances are of 
infective origin. In these cases ulceration 
commences within a very short interval 
after gastrojejunostomy, and usually the 
ulcers are multiple. 

In a large proportion of cases the ulcer 
is single, and is probably the result of the 
toxic action of HCl, which injures the cells 
of the mucous membrane so that they are 
digested by the intestinal juice. Possibly 
other agents than HCI may play a part in 
injuring the mucous membrane. 




















Gastrojejunal ulcers are a direct conse- 
quence of the wound made in effecting the 
anastomosis, and their persistence is prob- 
ably the result of hyperacidity of the gastric 
juice. 

Closure of a gastrojejunostomy opening 
is the consequence of cicatrization of a 
It is more likely to 
occur when the pylorus is patent, not be- 
cause of the patency of the pylorus, but 


gastrojejunal ulcer. 


because in such cases hyperacidity is usually 
markedly present. 

Any procedure or disease which dimin- 
ishes the amount of bile and pancreatic 
juice in the jejunum favors the occurrence 
of jejunal and gastrojejunal ulcer. For this 


reason operations of the “Y” type and en- 
teroanastomosis are inadvisable, at any rate 
in cases in which free HCl is present in the 
gastric contents, as after these procedures 
the anastomosis and a portion of the jeju- 
num are deprived of the protective influence 
of the alkaline bile and pancreatic juice. 

The reason that ulceration has followed 
the anterior operation more frequently than 
the posterior operation with a loop is prob- 
ably that in former times the anterior op- 
eration was more frequently performed. 

As no instance of ulcer after the posterior 
no-loop operation has yet been recorded, we 
must for the present assume that its occur- 
rence after this type of operation is less 
likely. It is possible, however, that this 
immunity is partly the result of improve- 
ments in and in the after- 
treatment of gastric operations in general. 

In cases in which perforation into the 
general peritoneal cavity occurs, immediate 
laparotomy offers the only chance of saving 
the patient’s life. 

Inasmuch as there is some evidence that 
jejunal and gastrojejunal ulcers may heal, 
an operation should not be performed in the 
chronic cases until after a thorough trial of 
medical treatment. 

Even when surgical intervention is nec- 
essary, an attempt should first be made to 
diminish hyperacidity, if this be present. 

Our aim should be to prevent the occur- 
rence of this complication of gastrojejunos- 


technique, 
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tomy. Preventive treatment consists in (1) 
careful and appropriate surgical technique, 
and (2) prolonged after-treatment. 

Lastly, every case of recrudescent pain 
of a constant character after gastrojejunos- 
tomy, especially when associated with hy- 
peracidity or hypersecretion, should be re- 
garded as a case of potential ulcer and 
treated accordingly. 





THE FAT APPENDIX. 


Ketty (Annals of Surgery, August, 
1909) notes that one of the great difficul- 
ties in operating on fat women is that inci- 
dent to exposure of the parts within, and 
observes that when the surgical procedure 
has to do with the vermiform appendix the 
difficulty may be most pronounced. In a 
case in which the patient’s abdomen looked 
large enough to contain a seven-months 
fetus operation was performed apparently 
for the purpose of removing a large omen- 
tum, but the fatty masses were found to 
lie not so much in the omentum as in the 
epiploa and throughout other parts of the 
abdomen. The appendix was hard to find, 
so it was necessary to carry the incision up 
to the umbilicus, when a mass of fat about 
two inches long was picked up and recog- 
nized by its connection with the bowel to 
be the appendix. Drawn forward, with a 
view to tying off the mesoappendix, its 
structures began to tear, and with the tear- 
ing to bleed freely. It was necessary, there- 
fore, with extreme care to retract the right 
side of the incision over the appendix, to 
pack off the bowel on all sides, leaving the 
appendix almost untouched im situ, and with 
the greatest gentleness to pass sutures under 
the mesoappendix at the highest point up 
near the ileum. Even with the gentlest 
handling there was some tearing of the 
tissues and further bleeding, so that satis- 
factory ligation of the vessels in the meso- 
appendix was only conducted with consid- 
erable risk of their tearing and retracting 
under the ileum. Kelly in such cases ad- 
vises a larger incision and the utmost gen- 
tleness in handling the organs im situ. 
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MoperN MepiciNE: Its THEORY AND PRACTICE. 
In Original Contributions by American and 
Foreign Authors. Edited by William Osler, 
M.D., assisted by Thomas McCrae, M.D. Vol- 
ume VI: Diseases of the Urinary System— 
Diseases of the Ductless Glands—Diseases of 
Obscure Causation—Diseases of the Muscles 
—Vasomotor and Trophic Disorders—Life In- 
surance. Illustrated. Philadelphia and New 
York: Lea & Febiger, 1909. 

The sixth volume of the System of Med- 
icine, edited by Professor Osler and Pro- 
fessor McCrae, is divided into six parts, 
embracing thirty-one chapters written by 
thirteen authors. The senior editor, pro- 
fessor Osler, contributes three chapters on 
such vasomotor and trophic disorders as 
Raynaud’s Disease, Angioneurotic Edema, 
Diffuse Scleroderma, and Erythromelalgia, 
which are written in his usual happy vein 
and with his customary completeness; the 
fortunate ability to record personal expe- 
riences possessed by the author is splendidly 
exhibited, especially in his discussion of 
angioneurotic edema. Hereditary edema is 
also discussed. The chapters introductory 
to the diseases of the kidney, and those on 
malformations and circulatory disturbances 
of that organ, and on arthritis deformans, 
are by McCrae. The first of these covers, 
in a most satisfactory manner, a relatively 
large number of phenomena such as the 
normal and morbid physiology of the kid- 
ney, the excretion of urinary constituents, 
and a preliminary consideration of nephritis. 
The brief article on malformations and 
malpositions should have been expanded or 
else omitted. To characterize scarlatinal 
nephritis as an infiltration of fibroblasts is 
not in accord with the best views on the 
subject. These minor criticisms do not, 
however, detract from the intrinsic value 
of others matters discussed. 

The chapters on anomalies of urinary ex- 
cretion and on uremia by A. E. Garrod are 
of the highest merit; the theories bearing 
on the cause of uremia are-fully discussed ; 
the essential basis of the disease is, in the 
opinion of the author, still unknown. 

James B. Herrick’s five chapters on Dis- 
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eases of the Kidney are admirably balanced, 
thoroughly scientific without being redun- 
dant, and eminently practical. He wisely 
avoids the once prevalent multiferous sub- 
divisions based on anatomical variations, 
adhering closely to the clinical possibilities 
with which the practitioner should be famil- 
iar. Especially to be commended is his 
exhaustive article on chronic interstitial 
nephritis. 

Thomas R. Brown treats of the bacte- 
riology of the infections of the urinary tract 
and the urinary findings in these condi- 
tions, discussing cystoscopy, ureteral ca- 
theterization, and urine segregators in space 
that could better have been devoted to other 
phases of the subjects embraced under his 
somewhat prolix title. Properly, urine 
segregators are condemned; specialists 
should accept this dictum. The treatment 
of infections of the kind considered by vac- 
cines is dismissed in four lines; certainly 
more might have been given, or the reader 
might have been referred to a page in the 
following chapter, wltere the subject is 
again too briefly discussed. The writer is 
not the fortunate possessor of a pleasing 
diction, as is evinced by “The use of the 
agglutination test in diagnosing these infec- 
tions of the urinary tract has been used,” 
etc. (page 235), which may be cited as one 
of the many instances of looseness in lan- 
guage. 

Hugh Hampton Young’s chapters on Tu- 
mors of the Kidney, Urinary Lithiasis and 
Renal and Ureteral Calculi, and on Genito- 
urinary Diagnosis and Diseases of the 
Prostate, are quite in keeping with this 
well-known writer’s standard. 

In Part II of the volume George Dock 
considers in a comprehensive manner the 
Diseases of the Ductless Glands. As hyper- 
nephroma is fully described elsewhere the 
brief and unsatisfactory reference to it here 
is quite unnecessary. But yesterday an ex- 
haustive review of our knowledge of the 
parathyroid glands would have embraced 























little of importance; the nine pages which 
Dock devotes to them is replete with in- 
formation highly suggestive and of intense 
interest to both internist and surgeon. 

No American writer better than Warfield 
T. Longcope could have been selected to 
present the existing knowledge of Hodg- 
kin’s disease, which is discussed in Part II 
among diseases of obscure causation. 

D. J. McCarthy reviews astasia-abasia 
and adiposis dolorosa. The same author also 
discusses myasthenia gravis, paramyoclonus 
multiplex, and periodic paralysis. The 
chapters dealing with myositis, Thomsen’s 
disease,and myotonia congenita are by Wal- 
ter R. Steiner. These articles are concise 
and satisfying, the subjects not meriting 
fuller elaboration. The chapters by Emer- 
son treat of a miscellaneous group of affec- 
tions whose manifestations are seen princi- 
pally in the osseous system. The conclud- 
ing chapter of the volume is by Charles 
Lyman Greene, who summarizes the appli- 
cation of medical examination and diag- 
nosis to life insurance. It is essentially an 
epitome of the author’s well-known work 
on the subject. 

The arrangement of the volume is open 
to numerous criticisms, but the contained 
matter is of a high standard of excellence, 
and, with the volumes that have preceded 
it, will occupy a most prominent position 
among the works in frequent use by the 
busy practitioner and consultant. 

W. M. L. C. 


ProtozoéLocy. By Gary N. Calkins, Ph.D., Pro- 
fessor of Protozodlogy in Columbia Univer- 
sity, New York. Illustrated with 125 engrav- 
ings and 4 colored plates. Lea & Febiger, 
New York and Philadelphia, 1909. 

The subject-matter embraced in the vol- 
ume is an elaboration founded on the au- 
thor’s Lowell Institute Lectures delivered 
in 190%. It is essentially an introduction— 
in some respects considerably more—to 
general protozodlogy useful to the student 
of that particular field of science, and also 
to those interested in collateral phases of 
the matter and in applied science—for ex- 
ample, medicine, especially medical diagno- 
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sis and hygiene. No attempt will be made 
to review the several chapters (ten in all), 
but particularly to note the matters of pri- 
mary interest to medical men. This view- 
point at once suggests, among other things, 
an examination of the pages devoted to par- 
asitism. The methods of parasitic infection 
discussed embrace the following: (1) The 
air-borne, applicable to trachoma, smallpox, 
and scarlet fever, not universally admitted 
to be of protozoan origin. (2) Contact 
transmission, as by the Treponema pallidum, 
the cause of syphilis. (3) Transmission by 
inheritance of certain trypanosomes, possi- 
bly spirochetz, and clearly the parasite 
causing syphilis. The author wanders afield 
when attempting to dogmatize beyond his 
realm, the following statement (page 196) 
being clearly too sweeping: “It is satisfac- 
torily established at the present time that 
bacteria are not transmitted from mother 
to child.” The most interesting phases of 
transmission of parasites from generation 
to generation in ticks is fully discussed and 
numerous examples given. Of course (4) 
transmission by intermediate hosts receives 
due space. 

The ten pages devoted to protozoa and 
the cancer problem lead to no conclusion. 
This chapter is most entertaining, temper- 
ate in theory, and clear in presentation of 
fact. 

The author includes the spirochztz (spi- 
rochetida), but is not inclined to claim 
them as undisputedly distinct from bacteria ; 
for the present they are assigned to an in- 
termediate position. 

The chapters on pathogenic flagella, in- 
cluding the genus trypanosoma, and the 
pathogenic hemosporidia, embracing the 
parasites of malaria, leave little to be de- 
sired. The volume closes with a discussion 
of the pathogenic rhizopoda. The Entameba 
histolytica and other entamebe receive due 
consideration, as do also the neurocytes of 
hydrophobia (Negri bodies). 

The book is superbly illustrated; many 
of the illustrations, however, appear some- 
what diagrammatic. The bibliography is so 











826 


printed as to render its use beset with dif- 
ficulty. The volume is well printed and 
satisfactorily bound. W. M. L. C. 


A Hanppook oF Mepicat Diacnosis. By J. C. 
Wilson, A.M., M.D. The J. B. Lippincott Co., 
Philadelphia, 1909. Price $7.00. 

We have in this newly published contri- 
bution to the subject of Diagnosis one of 
the most exhaustive books yet placed upon 
the market. Altogether it amounts to nearly 
1500 pages, but by the use of quite thin 
paper the volume is not as bulky as this 
statement of the number of its pages would 
indicate. It is copiously illustrated and 
contains 14 full-page plates. The text is 
divided into four parts: Medical Diagnosis 
in General; Diagnostic Methods and Their 
Immediate Results; Symptoms and Signs; 
and lastly, Clinical Applications. It is in 
the second part that the various methods of 
attaining diagnostic results by the direct 
examination of the patient or his excretions 
are carefully discussed, over 300 pages be- 
ing devoted to the general subject of phys- 
ical diagnosis, to the examination of the 
stomach and intestines, of the upper air- 
passages, and of the blood, urine, sputum, 
and of various effusions. The ninth chapter 
in this section deals with the examination 
of the nervous system, the tenth with the 
examination of the eyes, and the eleventh 
with examination by the x-ray. 

Under “Symptoms and Signs in Diagnosis,” 
the general appearance of the patient and of 
the joints and the significance of abnormal 
temperatures are discussed, as are also the 
symptoms and manifestations of disease in 
the circulatory, respiratory, and digestive 
systems. In this department are also con- 
sidered the symptoms of disorders of the 
genito-urinary tract, of the skin and ner- 
vous system, and various psychical states. 
The fourth part of the book, which makes 
up almost two-thirds of its contents, begins 
with a consideration of the diagnosis of the 
specific infections arranged in an order 
identical with that commonly followed by 
text-books upon medicine, and in this re- 
spect the text may be said to largely re- 
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semble a text-book upon the “Practice of 
Medicine” save that emphasis is chiefly laid 
on diagnosis, and pathology and treatment 
are not discussed. Indeed, in many respects 
the book is identical in scope with ordinary 
well-known text-books of medicine save in 
the lack of therapeutic directions. Thus, 
under sleeping sickness, as an example, the. 
text deals first with definition, then etiology, 
then the symptoms, diagnosis, and prognosis. 

The illustrations are good in the sense 
that they demonstrate the author’s meaning, 
but the execution of many of them is not 
up to the standard found in most medical 
books. 

Dr. Wilson has been engaged for so 
many years as a teacher of medicine that 
he is fully informed of the needs of the 
practitioner and student, and has at his 
finger-tips, to use a familiar expression, 
most of the facts which a book of this kind 
should contain. There can be no doubt of 
the excellent quality of its contents. We 
wish that the author had gone further 
and made it a complete work upon the prac- 
tice of medicine rather than a large treatise 
limited in its scope. 


OrGANIC AND FunctionaL Nervous Diseases. A 
Text-book of Neurology. By M. Allen Starr, 
M.D., Ph.D., LL.D, Sc.D. Third Edition, 
Thoroughly Revised. Illustrated. Lea & Febi- 
ger, Philadelphia, 1909. 

Dr. Starr’s book has become one of the 
standard works among American neurolo- 
gists and general practitioners. Its text 
embodies the results of a large amount of 
personal research and clinical observation, 
and it has revealed in each edition the fact 
that the author is thoroughly familiar with 
neurological contributions made in this 
country and abroad. Our readers will re- 
member that we have spoken highly of the 
book in its two previous editions. The 
present edition does not differ very mate- 
rially from the earlier ones save that mooted 
points have been carefully studied and dis- 
cussed, and all the recent advances in neu- 
rological investigation have been noted 
when they were of sufficient importance to 
require it. The first part of the book deals 
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with general subjects, such as the structure 
of the nervous system, the general diagnosis 
of nervous diseases, the peripheral nervous 
system and the spinal cord, and the diag- 
nosis and localization of brain disease. The 
second part deals with organic diseases 
of the nerves, spinal cord, and, lastly, of 
the brain. Following this there are chap- 
ters upon diseases of the general ner- 
vous system, functional nervous diseases, 
including occupation 
neuroses, and last of all there are four 
chapters upon diseases of the sympathetic 
system under which we find discussed vaso- 
motor and trophic neuroses, symmetrical 


neurasthenia and 


gangrene, and angioneurotic edema. We 
confess that we cannot see why 
angioneurotic edema should be classed 


under diseases of the sympathetic system. 
It seems to us that it belongs quite as well 
under the heading of functional nervous 
diseases, and there is nothing to indi- 
cate that the so-called “sympathetic sys- 
tem,” of which we know so little, is actually 
involved. So, too, we do not see why tro- 
phic neuroses should be placed in this classi- 
fication. A very large number of illustra- 
tions are original and they are all of them 
good. The publishers have done their work 
as well as the author, and both are to be 
congratulated upon one of the best, if not 
the best, presentation of this subject in the 
English language for students and practi- 
tioners. 


Tusercutosis. A Treatise by American Authors. 
Edited by Arnold C. Klebs. Illustrated. D. 
Appleton & Co., New York, 1909. 

We have been looking forward with much 
interest to the appearance of this “System” 
devoted to the subject of tuberculosis. It is 
in one volume of about 1000 pages and con- 
tains articles by no less than 18 contributors, 
all of whom are Americans, if we include 
Dr. Osler in such a category. With one 
single exception each collaborator may be 
considered to have won for himself a special 
place in the study of this universal malady. 
An historical introduction is contributed by 
Dr. Osler. Dr. Baldwin, of Saranac, N. Y., 


writes upon Resistance, Predisposition and 
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Immunity, and Individual Prophylaxis; Dr. 
Barlow, of California, upon Climatic Ther- 
apeutics; and Dr. Biggs, of New York, 
upon General Methods of Prophylaxis. A 
very important chapter is that contributed 
by Dr. Lawrason Brown, of Saranac, upon 
Specific Treatment, in which he deals with 
the important subject of the use of tuber- 
culin. There is no place in this country 
where larger experience along these lines 
has been accumulated. In the chapter by 
Dr. Coleman, of Augusta, Ga., interesting 
information is given as to tuberculosis 
among the dark-skinned races of America. 
The same author also considers Home 
Treatment by Sanatorium Methods, the 
subject of tuberculosis of the lymph glands, 
muscles and fasciz, and tuberculous ischio- 
rectal abscess. Tuberculosis of the genito- 
urinary system is discussed by Dr. Free- 
man, of Denver. Ludvig Hektoen, of 
Chicago, takes up the morbid anatomy of 
tuberculosis, and Dr. Hutchins, of Ogdens- 
burg, N. Y., considers the Frequency of 
Tuberculosis in Insane Asylums. The Ed- 
itor, Dr. Klebs, deals with the Frequency of 
Tuberculosis and with the Methods of 
Treatment in Sanatoria, and Dr. Knopf 
deals with public measures which should be 
resorted to in the prophylaxis of the dis- 
ease. There is an article by Dr. McArthur, 
of Chicago, upon Tuberculosis of the Bones 
and Joints, Tuberculosis of the Brain and 
its Membranes, and of the Intestines and 
Peritoneum. The symptomatology of pul- 
monary tuberculosis, the physical examina- 
tion, and the diagnosis of the disease in the 
lungs is by Dr. Minor, of Asheville. Von 
Pirquet, now of Baltimore, writes upon 
Tuberculosis in Childhood, and Ravenel, of 
Madison, Wis., writes upon Etiology and 
the Tubercle Bacillus. Henry Sewall dis- 
cusses the Physiology of Climate; Tru- 
deaux, of Saranac, writes an introduction 
to Treatment; and Webb, of Colorado 
Springs, contributes a chapter upon the 
Specific Therapeutics of Mixed and Con- 
comitant Infections. 

It is evident from this list of its contents 
that the whole subject of tuberculosis has 
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been considered very thoroughly indeed. 
The book is copiously illustrated in black 
and white, contains three colored plates, and 
the illustrations are all unusually good. It 
is an excellent exhibit of what the world 
knows of tuberculosis to-day and of the 
views of American practitioners and pathol- 
ogists. 

Syphilis and Tuberculosis are both so 
generalized as to their universal occurrence 
in all climates and in their universal involve- 
ment of tissues that they need systematic 
works to consider them, and we now have 
in the literature of these subjects two ex- 
cellent systems, one published in England 
upon Syphilis and this one in the United 
States upon Tuberculosis. 


THE Bioop in HEALTH AND Disease. By R. J. 
M. Buchanan, A.M., M.D., F.R.C.P. Henry 
Frowde, London, 1909. 

This book, which contains the necessary 
illustrations and descriptions for micro- 
scopical examination of the blood, and for 
its investigation by other instruments of 
precision, has been prepared by Dr. Bu- 
chanan with the hope that it might prove 
useful to medical students and practitioners 
who wish to become proficient in hematol- 
ogy. The colored plates which have been 
drawn by the author, with the purpose of 
providing a faithful atlas of the principal 
morphological changes which are to be 
found in abnormal blood states, are excel- 
lent and have been well reproduced. Al- 
though the book is published in England we 
note with interest that the author acknowl- 
edges his indebtedness for valuable assist- 
ance to the works of Ewing, DaCosta, and 
Cabot, all of whom are American hematol- 
ogists. 

After considering the general character 
of normal blood and the methods of 
its examination, the author writes chapters 
in which he considers the importance of its 
various microscopical constituents, and to 
these purposes eight chapters are devoted, 
or about one-half of the volume. Beginning 
with the ninth chapter he takes up anemia 
in its various forms, and then considers 
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leukemia and nearly-related affections, the 
blood disorders of infancy, and concludes 
with a consideration of the blood changes 
in the infectious and constitutional diseases, 
in malignant disease, in syphilis and tuber- 
culosis, and the blood-changes which follow 
severe burns. Those changes which are due 
to the action of certain poisons are also dis- 
cussed. Much attention is given to the use 
of instruments of precision and to the care- 
ful description of various stains which it is 
essential to use in modern endeavors to 
carefully study changes in the blood. 


MepicaL Sociotocy. By James Peter Warbasse, 
M.D. D. Appleton & Co., New York, 1909. 
We are told in the preface that “this book 

is inspired by the belief that the most im- 

portant knowledge for the individual is that 

which promotes his physical efficiency and 
happiness, and that the knowledge that has 
the power to contribute the most to these 
ends is that which helps him to preserve 
himself in the best state of health.” The 
author has attempted to put forward views 
which will help laymen, students of sociol- 
ogy, teachers, and parents to the better 
understanding of the meaning of medicine 
and its power to save, and he also hopes 
that he has been able to furnish the medical 
reader with facts which may prove enter- 
taining and instructive and strengthen his 
love for his profession. He also says in his 
preface that “some of the chapters are little 
excursions across the border-line of medi- 

cine, whither we journey all too little.” A 

fair idea of the scope of the book can be 

gained by the statement of the details of 
some of its chapters. There is one upon 

Federal interest in the health of the people, 

another upon some medical aspects of civil- 

ization, one upon the alcohol question, and 
another upon the venereal peril. These, in 
turn, are followed by others upon the in- 
struction of the young in sexual hygiene, 
sexual morality, and sexual continence. 

Chapter 12 has the somewhat striking title 

of “Idle Wives, Unmated Men, and the 

Venereal Peril.” Another odd title is 

“Physical Fitness at the Throttle.” 
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The latter part of the book deals with 
subjects widely at variance with one an- 
other. Thus, one chapter deals with bac- 
teriology and botany; another with spon- 
taneous generation; still a third with hos- 
pital interneship; a fourth with the medical 
expert and still another with 
“Knowledge versus Manners.” We also 
find chapters upon doctors’ sons, tubercu- 
losis preventable, and medical practice in 
Utopia. The author has evidently brought 
together in one volume the thoughts and 
writings of many different periods of 
his career, and his friends at least will be 
interested in having under one cover many 
of his contributions on matters medical and 
otherwise. 


witness ; 


MEDICAL JURISPRUDENCE, ForENSIC MEDICINE, AND 
ToxicoLocy. By R. Witthaus, A.M., M.D., and 
Tracy C. Becker, A.B., LL.B., assisted by a 
number of Collaborators. Second Edition, 
Volume III. William Wood & Co., 1909. 
The third volume of this well-known 

work dealing with medical jurisprudence 

opens with an exhaustive table of the cases 
which are cited in the text. Its chapters 
consist in articles upon the medicolegal re- 
lations of sight and hearing by Dr. Wood- 
ward, upon the relations of insurance to 
medicolegal subjects and also on insanity, 
by Dr. Becker. Dr. Becker and Dr. Boston 
write on mental unsoundness in its legal 
relation, and there is a chapter upon the 
care and custody of incompetent persons 
and their estates by Drs. Brown and Becker. 

The next chapter deals with the medicolegal 

aspect of marriage and divorce by Dr. 

Becker, and there is one on the medicolegal 

relations of x-rays and skiagraphs by AI- 

bert G. Geyser, One of the most important 
of the chapters is that upon the Medicolegal 

Examination of the Blood and other Stains 

and of the Hair, by Dr. James Ewing. The 

volume closes with the index of Volume III 

and that of Volumes I and II. The latter 

appeared many months ago, and therefore 
the system is at last completed. It provides 
the professions of law and medicine with 
complete information in regard to medical 
jurisprudence. The first two volumes long 
since undoubtedly obtained foremost rank 
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in the minds of the profession of this coun- 
try and England as medicolegal text-books 
and works of reference. 


Causes or Disazitity. By Charles H. Harbaugh, 
M.D. The Overbrook Publishing Company, 
Philadelphia, 1909. Price $6.00. 


This book of 650 pages with 142 illustra- 
tions, of which 20 are colored, has been 
prepared by Dr. Harbaugh largely through 
his interest in insurance and in fraternal or- 
ganizations which are beneficial in nature, 
he being the medical director of the Amer- 
ican Assurance Co. It is designed to deal in 
particular with casualty insurance, and this 
involves the consideration of a large number 
of conditions pathological in nature which 
do not depend upon accidents, but which 
are frequently thought to have this origin, 
and on account of which many suits for 
damages are constantly brought in the 
It is for this reason that the book 
illustrated in that 
pathological conditions which may be con- 
fused with those produced by trauma may 
be clearly described. After opening chap- 
ters dealing with the advantages inherent 
to the insurance business from the physi- 
cian’s standpoint and another upon neces- 


courts. 


is copiously order 


sary qualifications for a successful insur- 
ance examiner, he proceeds to deal with 
the examination of individuals for accident 
insurance, then with forms of policies. 
The 
of the head and neck, the thorax and abdo- 
men, and the extremities. Following these 


chapters there are others upon illness caus- 


author discusses in detail injuries 


ing disability in which the various diseases 
involving different portions of the body are 
considered with particular reference to in- 
surance questions. Finally, there is a some- 
what unusual chapter upon the methods of 
securing appointments as examiners for 
insurance companies and how to command 
examinations in competition with other 
physicians. This last chapter gives a slight 
commercial tone to the volume which per- 
haps is unfortunate. Nevertheless, many 
physicians will recognize the need of obtain- 
ing just this information. The book is per- 
haps more voluminous than its subject ren- 
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ders necessary, but it well fills the purpose 
for which it was written and doubtless will 
prove useful to many examiners. 


Movern Materia MEDICA AND THERAPEUTICS. By 
A. A. Stevens, A.M., M.D. Fifth Edition, 
Thoroughly Revised. W. B. Saunders Co., 
Philadelphia, 1909. 

Four editions of this book have appeared 
since 1894, which shows that it has met the 
needs of a considerable number of practi- 
tioners and students. Drugs are considered 
according to their physiological and thera- 
peutic actions, and a number of pages are 
devoted to the treatment of important mala- 
dies. There are also chapters upon actino- 
therapy, electricity, massage, and other 
remedial measures which do not involve the 
employment of drugs. The teaching of the 
author is safe and conservative, and there- 
fore can be followed advisedly by tyros in 
and practitioners of therapeutics. 


INTERNATIONAL Ciinics. A Quarterly of Illus- 
trated Lectures and Articles. Edited by W. T. 
Longcope, M.D. Volume III, Nineteenth 
Series. The J. B. Lippincott Co., Philadelphia, 
1909. 

We have repeatedly noticed the appear- 
ance of the preceding volumes of this well- 
known Annual, if it may be so called. The 
first three articles in the present volume are 
therapeutic in nature and consist of one on 
the Treatment of Tuberculosis, by Dr. A. 
P. Francine; the Present Position of Anti- 
tetanic Serum Therapy, by Dr. Legane ; and 
one upon Mesmer and Perkin’s Tractors, 
by Dr. Davina Watterson. The rest of the 
articles in the volume are devoted to sub- 
jects in medicine, surgery, gynecology and 
obstetrics, orthopedics, pediatrics, radiogra- 
phy, otology, neurology, ophthalmology, and 
pathology. 


DISORDERS OF THE RESPIRATION AND CIRCULATION. 
Part III: Angina Pectoris. By Edmund von 
Neusser. Translated by Andrew MacFarlane, 
M.D. E. B. Treat & Company, New York, 
1909. Price $1.00. 

This little book does not attempt to go 
over the large literaure of angina pectoris, 
but its object is to place before the profes- 


sion the personal views of Professor von 
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Neusser, which are based upon much clin- 
ical experience. The translator’s work is 
well done, but he has not added anything 
to the text because it is so personal in its 
nature. Illustrative cases are quoted by the 
author when he thinks it necessary, and the 
differential diagnosis of various conditions 
simulating angina is given. Unfortunately, 
but three pages are devoted to theories con- 
cerning the causation of angina pectoris, 
and, remarkable as it may seem, only two 
pages and a quarter deal with its therapy. 


Gout. By Professor Doctor H. Strauss. Ameri- 
can Edition. Translated under the direction 
of N. B. Forster, M.D. E. B. Treat & Co.,, 
New York, 1909. 

This is a brief résumé of a contribution 
upon the pathogenesis and therapeutics of 
gout which the author published seven years 
ago in a well-known German work. The 
design has been to give, from the practi- 
tioner’s standpoint, a concise picture of the 
modern conception of the nature and treat- 
ment of gout. To this American edition 
the author has added a large amount 
of new material, and has confined himself 
to what he considers the most essential 
points which have a bearing on practical 
treatment. To have in a brief and con- 
densed form such an excellent discussion 
on this important and interesting subject is 
highly advantageous, particularly when one 
who has devoted so much time to a study 
of the disorders of metabolism is the author. 


A TExtT-BooK OF ANATOMY AND PHYSIOLOGY FOR 
Nurses. Compiled by Diana Clifford Kimber. 
Third Edition. Revised by Carolyn E. Gray. 
The Macmillan Co., New York, 1909. Price 
$2.50. 

The old saying that in the making of 
books there is no end not only is true of 
general literature and of books intended for 
medical men, but is rapidly becoming true 
of books intended for nurses. This is one of 
the most ambitious of these publications, and 
it is a good one. The frank statement on the 
title-page that it is a compilation rather than 
composed of original text is creditable and 
correct. The subjects covered are, as the 
title indicates, those which the average 
nurse should be familiar with. The text 








does not deal with practical nursing, but 
with the underlying facts which the well- 
trained nurse ought to know in regard to 
the anatomy and physiology of the patient 
for whom she is caring. The 212 illustra- 
tions, taken almost invariably from well- 
known books upon anatomy, physiology, 
and histology, are well chosen both as to 
their quality and as to their ability to teach 
a nurse the facts which the author and re- 
viser think will prove useful to her. As a 
matter of fact any nurse who really grasps 
the contents of this book would be capable 
of passing the examinations of a first-year 
medical student in these departments of 
medicine. The book is well printed in large 
type, and can be cordially recommended to 
those in charge of training schools for 
nurses. 


Osstetrics. A Manual for Students and Prac- 
titioners. By David James Evans, M.D. Sec- 
ond Edition, Revised and Enlarged. Lea & 
Febiger, Philadelphia, 1909. 

This little volume belongs to the well- 
known series of condensed medical text- 
books which have appeared within the last 
few years from the presses of this well- 
known publishing house. The book does 
not profess to be an exhaustive treatise 
upon obstetrics. It is a brief handbook for 
students, giving the major, or dominant, 
facts in connection with this important sub- 
ject, and as such it can be commended. The 
author is the Lecturer on Obstetrics and 
Diseases of Infectious Nature in McGill 
University, Montreal, and Assistant Obstet- 
ric Physician to the Montreal Maternity. 


A Manuat or Cuemistry. By W. Simon, Ph.D. 
M.D., and Daniel Base, M.D. Ninth Edition, 
Thoroughly Revised, Copiously Illustrated. 
Lea & Febiger, Philadelphia, 1909. 

The popularity of this book is so great 
that we look for the appearance of a new 
edition with the opening of each fall season 
in the medical schools of the United States. 
The present edition has been revised almost 
entirely by Dr. Base. The opening chapters, 
as heretofore, deal with chemical physics, 
followed by the principles of chemistry, with 
a consideration of the non-metals and their 
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combinations, and these by chapters upon 
the metals and their combinations. Part V 
is devoted to analytical chemistry, Part VI 
to a consideration of carbon compounds 
and to organic chemistry, and Part VII to 
physiological chemistry. A book which is 
so universally employed throughout North 
America by teachers and students of med- 
ical chemistry needs no recommendation or 
critical review. It has become one of the 
“standbys” in chemistry, as Gray’s Anatomy 
is the “standby” for all classes in another 
department of medical study. 


LecruRES ON HysTERIA AND ALLIED VASOMOTOR 
Conpitions. By Thomas Dixon Savill, M.D., 
London. William Wood & Co., New York, 
1909. 

This volume contains the views of Dr. 
Savill, as expressed during the past twenty 
years, in regard to an important type of 
functional nervous disorders. With some 
of his opinions eminent neurologists cer- 
tainly agree. In other instances his views 
are not in accord with those which are gen- 
erally held. The book is not one which is 
particularly suitable to be placed in the 
hands of students unless they be postgrad- 
uates. It, however, embodies a large amount 
of personal observation, and so will prove 
of interest to the neurologist who wishes 
to find a description of interesting cases 
and to note the manner in which such ner- 
vous disorders have been observed and 
studied by a man of large experience. 


CurnicaL LecrurEs ON NEURASTHENIA. By 
Thomas Dixon Savill, M.D. Fourth Edition. 
Henry J. Glaisher, London, 1908; William 
Wood & Co., New York, 1909. Price $2.00. 
That Dr. Savill’s Lectures upon Neuras- 

thenia should have proved so popular and 

entertaining as to appear in a fourth edi- 
tion is certainly a credit to his powers of 
clinical observation and to his literary skill. 

After an opening chapter upon the pathol- 

ogy of functional diseases of the nervous 

system, which is in the form of an address 
delivered some years ago, he takes up the 
question of nervousness or neurasthenia, its 
diagnosis, etiology and pathology, its varie- 
ties, and, finally, its treatment. The last 
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chapters are devoted to the mental symp- 
toms of neurasthenia and their differentia- 
tion from insanity, with an analysis of 103 
private cases of neurasthenia discussed 
from the standpoint of etiology, prognosis, 
and treatment. The book closes with the 
views of other authors upon this subject 
and a copious bibliography. 


AMERICAN PRACTICE OF SuRGERY. Editors: Joseph 
D. Bryant, M.D., LL.D., Albert H. Buck, M.D. 
Complete in Eight Volumes. Illustrated. Vol- 
ume Six. William Wood & Company, New 
York, 1909. 

This volume of Bryant and Buck’s Sur- 
gery deals with Surgical Affections of the 
Face, Nasal Cavity, Accessory Sinuses, the 
Mouth, the Neck, Thorax and Spinal Col- 
umn, Female Breast, the External Genitals 
of the Female, the Male Genitals, Chancroid 
and Gonorrheal Urethritis. 

Turner’s chapter dealing with Prosthesis 
in its Relation to Surgery of the Face, 
Mouth, Jaws, and Nasal and Laryngeal 
Cavities will prove a revelation to those who 
have not carefully followed the extraordi- 
narily ingenious work that has been done in 
this direction. 

Mosher in speaking of the correction of 
the deformity of a fractured nasal bone 
alludes to a very common mistake which is 
made in attempting to correct lateral de- 
formity by pressure without elevation. He 
advises the use of the elevator passed with- 
in the nostril. Unless the fracture is com- 
minuted he holds that there is no tendency 
to the frequency of hematoma and subse- 
quent abscesses of the septum following 
nasal fracture. 

There is an excellent section on Cosmetic 
Surgery of the Nose, from which paraffin 
injections seem very wisely to have been 
omitted. 

Mosher’s section upon Diseases of the 
Accessory Sinuses constitutes in itself a 
monograph and is particularly to be com- 
mended. 

Armstrong denies the presence of any 
specific growth in either ulcerative or gan- 
grenous stomatitis. 

The term “tongue swallowing” is some- 
what misleading.. Under the term chronic 
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superficial glossitis is described Leucoma or 
Leucoplakia. The operation advocated for 
cancer of the tongue is the complete one. 
The mortality from the operation reaches 
about 15 per cent. Improved technique is 
lowering the mortality-rate, but the bright 
outlook for the future is based upon an 
early diagnosis and upon the excision of 
precancerous and early conditions. 

Tumors of the neck are classed as cystic, 
vascular, and solid. Affections of the 
Lymph Nodes have been considered in an- 
other volume. 

Shepherd has contributed a most excel- 
lent article upon the Thyroid and Thymus. 
Under the Lymphatic Gland he considers 
the condition called status lymphaticus, the 
treatment for which he observes is much 
that appropriate for scrofula. It is further 
advised that in cases of dyspnea in which 
tracheotomy fails to relieve, the possibility 
of enlarged thymus should be considered, 
and if this appear in the mediastinum it 
should be opened, and the gland should be 
pulled out and partly removed. 

Carson devotes considerable space to 
traumatism of the spine, observing that pain 
and deformity are the commonest symptoms 
of fracture. He advises reduction and fixa- 
tion of the dislocated parts. Of 244 report- 
ed cases of fracture 64.5 per cent died. The 
fatalities usually occurred within the first 
five days. 

Typhoid Spine would seem to be a suff- 
ciently important subject to justify a head- 
ing. The subject of Scoliosis is extremely 
well discussed. 

Mudd has contributed a most satisfac- 
tory and complete paper upon the subject 
of Diseases of the Female Breast. In the 
brief space of fifty-five pages he has thor- 
oughly traversed this subject. 

Graves very briefly but efficiently dis- 
cusses Wounds of the External Genitals 
and Vagina. 

Surgical Diseases and Wounds of the 
Male Genital Organs are considered by 
Balch. 

Cabot regards Chancroid as a specific 
lesion due to the Ducré bacillus. The basis 
of treatment is cleanliness and antisepsis, 














Cabot preferring carbolic acid 1:50 for the 
latter purpose. Thereafter an antiseptic 
powder is applied. Caustics are not con- 
sidered with any enthusiasm, nor is ex- 
cision. 

In the treatment of gonorrheal urethritis 
the local treatment is strongly advocated. 

The book closes with an excellent résumé 
of the treatment of Stricture. 

Bloodgood has tabulated the subject of 
Surgical Diseases and Wounds of the Jaw 
in his customary thorough and _ sensible 
manner. 

The book is not disappointing to those 
who have followed previous volumes of this 
publication. The specialist, general surgeon, 
and the practitioner alike will find it a 
source of guidance as to what is best and 
most modern on the subjects discussed 
within its pages. 


Aseptic Surcery. By Charles Barrett Lockwood, 
F.R.C.S. Third Edition. Henry Frowde, Ox- 
ford University Press; Hodder & Stoughton, 
London, 1909. 

The third edition of Lockwood's book on 
this topic, always one of vivid interest to 
the surgeon, is practically a reprint of the 
preceding edition and embodies the funda- 
mental principles on which cleanly surgery 
is founded and the practical methods by 
which these principles are put in operation. 
The book is written in somewhat conversa- 
tional form and evidently based on the au- 
thor’s routine practice. The chapter upon 
Catgut might properly include the commer- 
cial manufacture under cleanly conditions, 
since it has been well shown that no method 
will efficiently sterilize large strands of 
originally infected material; nor does the 
section devoted to the preparation of 
Sponges seem particularly serviceable at the 
present time. Moreover, many surgeons 
believe that purging a patient preceding an 
operation is often not only unnecessary, but 
highly undesirable. It is true the bowels 
should be as nearly empty as practicable, 
but rather by diet and by the use of laxa- 
tives, wherever indicated, than by purga- 
tion. The method of disinfecting the skin, 
if carried out literally, would often produce 
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a dermatitis which is highly unfavorable to 
cleanly healing. The book contains many 
excellent suggestions and can be read with 
profit. 


DISEASES OF THE BoNES AND Joints. Clinical 
Studies. By Joel E. Goldthwait, M.D., Charles 
F. Painter, M.D., and Robert B. Osgood, M.D. 
Illustrated. D.C. Heath & Co., Boston, 1909. 
This book is received with perhaps more 

than the ordinary interest accorded to a 
treatise on orthopedic surgery, because of 
certain somewhat radical beliefs expressed 
by Goldthwait, particularly in regard to 
painful affections of the shoulder and of 
the sacroiliac articulation. In previous pa- 
pers abundant clinical evidence has been 
brought forward to cause a general if not 
universal acceptance of Goldthwait’s views, 
and, moreover, stimulated by his example, 
others have reported conditions similar to 
those he describes with marked betterment 
incident to the treatment he advocates. 

The book is admirably written, and well 
illustrated not only from the pictorial 
standpoint, but by a wise selection of case 
histories. Perhaps the fundamental note is 
that of sound common sense. 

The book, though in no way pretending 
to be a systematic study of orthopedic sur- 
gery, so well traverses the subjects consid- 
ered that it is likely to be widely service- 
able. The subject-matter has been so viv- 
idly put that the reader, even though he 
may not always agree, will never lack in 
keen interest. 

MINOR AND OPERATIVE SuRGERY, INCLUDING BAND- 
AGING. By Henry R. Wharton, M.D. Seventh 
Edition, Illustrated. Lea & Febiger, Philadel- 
phia and New York, 1909. 

The seventh edition of this excellent com- 
pend, exhibiting careful revision and a sys- 
tematic consideration of such measures as 
current literature and practice have shown 
serviceable, will undoubtedly be received 
with even greater favor than has been ac- 
corded previous editions. The numerous 
illustrations are wisely selected and are dis- 
tinctly helpful to the text, which is clear, 
forcible, and direct. The book can be heart- 
ily commended both to students and prac- 


titioners of medicine. 
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BY J. CHARLTON BRISCOE, M.D. 





Once again October has come round 
and with it the opening of the medical ses- 
sion at the various schools. This year 
there has been a departure from the usual 
custom of giving an inaugural address, in 
some of the schools at least. This has been 
dispensed with by King’s College Hospital, 
the London, St. Thomas’s, and Westminster 
Hospitals, and in so doing they are follow- 
ing the lead set by St. Bartholomew’s sev- 
eral years ago. These schools are content- 
ing themselves with having only the annual 
Old Students’ dinner. Although it may be 
contended that such a plan gives the stu- 
dents an extra day’s work, yet the ab- 
sence of a solemn ceremonial, with the prize 
distribution and the words of wisdom and 
advice, frequently of a despondent charac- 
ter, given by one of the senior members of 
the profession must detract somewhat from 
the importance of the occasion. At the 
London School of Medicine for Women 
Mrs. Henry Fawcett spoke on the subject 
of “Pioneering.” The subject of the lec- 
ture was Dr. Elizabeth Blackwell, the first 
woman to obtain a medical qualification, 
and Mrs. Fawcett gave her history in full. 
Her father emigrated to America, and Dr. 
Blackwell obtained her first degree in 
America, so that both England and Amer- 
ica can claim a share in this honor, although 
the authorities in both countries presented 
many obstacles to this lady in her studies. 

The most important of these meetings 
was that held at Charing Cross Hospital, 
where the Dean, Mr. Wallis, in presenting 
his report, took the opportunity of criti- 
cizing the standard of the examinations re- 
quired of those who seek to acquire the 
London M.D. degree. He contended that 
the competition in practice is so severe in 
these days that any one who is entitled to 
write the letters M.D. after his name has 
a very definite advantage over his less for- 
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tunate brother, and that the difficulty in 
obtaining the coveted letters in the case of 
a student of one of the London hospitals is 
a severe handicap to any one taking his 
course in the metropolis. On the other 
hand, the individual who does so has a 
much wider clinical and practical experi- 
ence, but this latter fact is not so well 
known or appreciated by the general public. 
The majority of the London students have 
to be content with getting the double quali- 
fication M.R.C.S., L.R.C.P., which does not 
carry with it the right to describe the re- 
cipient as “Doctor,” though the examination 
is frequently as hard as, or indeed harder 
than, some of the M.D. examinations of 
the universities in the provinces. This is a 
severe hardship and ought to be remedied. 
There is little complaint made about the 
professional examinations, but it is the pre- 
liminary examination in general education 
—the matriculation—which is the stum- 
bling-block. This is more difficult than any 
similar entrance examination for any of the 
other universities, and it is practically im- 
possible for a man who has once started his 
medical education to go back and read up 
the subjects required for it and without 
which the M.D. degree cannot be acquired. 
The Dean contended that the modifying of 
this standard would produce a far-reaching 
effect on the London schools by increasing 
the number of students and by placing the 
degree within the range of accessibility of 
those who had already qualified but found 
it desirable to proceed to the better qualifi- 
cation. The fact is that the certificate of 
matriculation at London University carries 
with it so many advantages for many occu- 
pations that a large number of preliminary 
schools direct their education solely to this 
end, and each pupil is prepared to be able 
to take this examination in his last term at 
school. But in other schools where this is 
not done the scholars have very little 
chance of passing. Thus in a public school 
several of the subjects are not taught, for 


























the majority of the pupils proceed to Ox- 
ford or Cambridge, and the general trend 
of the studies is toward this end, and not 
to securing the matriculation. A public 
school boy has a very poor chance of get- 
ting through unless he undergoes a special 
course of training after he has left, and is 
therefore compelled to go to one of the 
other universities for his degree. As a 
special commission is now sitting to inves- 
tigate the affairs and methods of the Uni- 
versity of London this lecture came rather 
opportunely. 

The Mansion House was recently lent by 
the Lord Mayor, who also took the chair, 
for a meeting the object of which was the 
improvement of the welfare of the blind. 
This is a worthy object in itself, and all the 
more so when the results of educating these 
unfortunate people are called to mind. It 
was shown how susceptible the blind are 
to the training of other faculties. Many 
are now employed for making verbatim re- 
ports of speeches, and in many hydropathic 
establishments massage is carried out by 
blind operatives both male and female. 
This form of employment is popular, and 
individuals who are ordered such treatment 
appear to be well satisfied with the sight- 
less operatives. A strict course of training 
is required as well as an examination in 
anatomy before a certificate of proficiency 
is awarded. By introducing these better 
kinds of employment, in place of the former 
monotonous occupations of basket-making 
and other rush work, it was estimated that 
over £150,000 was annually secured to the 
country. The prime object of the meeting 
was to raise money to pay for an increased 
number of books printed in the Braille type, 
and to provide for the transit of the same. 
It was mentioned that very cheap rates were 
allowed in several countries and by various 
transport companies. It is a deserving ob- 
ject, and the meeting had a fairly successful 
ending. 

In December of last year the Lord Presi- 
dent of the Council appointed a Depart- 
ment Committee to look into the working 
of the Midwives Act. The special points 
recommended for investigation were the 
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supply of midwives and the cost of train- 
ing, the responsibility for the remuneration 
of the medical men who were summoned 
to help by the midwives, and the question 
of the advisability of the county councils 
delegating their powers to local governing 
bodies. The act of 1902 orders that on and 
after March 31, 1909, no unqualified mid- 
wives shall be allowed to practice, and the 
committee do not recommend any modifi- 
cation of this clause. There seems to be 
some reluctance on the part of the poor to 
give up employing certain of the older and 
untrained nurses. Various reasons are 
given for this. The older women are more 
companionable or more useful about the 
house, and as one witness remarked, the 
children are not wanted to live, and some of 
the old “Mother Gamps” are celebrated for 
their churchyard luck. The establishment 
of county and local associations working in 
unison with the local authority and affiliated 
to some nursing institute is advised. It is 
further advised that the county councils 
and the boards of guardians should be en- 
couraged to subscribe to training institutes 
and to charge such expenditure to the pub- 
lic funds. The actual supply of nurses is 
not a difficulty, but the method of distrib- 
uting appears to be inadequate. Maternity 
clubs with the direct object of providing 
funds for such contingencies are to be rec- 
ommended. Under the present working of 
the Act there is no provision for the pay- 
ment of fees to any medical man who may 
chance to be called in on emergency. Evi- 
dence was given by several midwives to the 
effect that they had out of their own pock- 
ets paid medical fees. The medical wit- 
nesses, on the other hand, complained that 
there was no certainty of being paid and 
that frequently no remuneration was forth- 
coming. It was advised that the local 
authority should be made responsible for 
the same and should charge it as a loan 
to the patient, to be paid off in instalments. 
It was also advised that the Midwives’ 
Board should be increased from nine to 
twelve. A further and very important 
recommendation was sent up, that still- 
births should be compulsorily notified. It 
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was considered that this measure would 
tend to promote a higher standard of effi- 
ciency among the practicing midwives. All 
these recommendations appear to be sound 
and to point to the great care and trouble 
taken by the committee. 

We notice that the second Pure Food 
Congress will shortly be held, and, on this 
occasion, in Paris, the home of the “chefs.” 
Fifteen hundred delegates from different 
countries have signified their intention of 
being present. This calls to mind the agita- 
tion over a cargo of Chinese pigs which 
was landed a week or so ago at the port of 
London. The carcasses were thawed out 
and inspected by the port authorities, and 
about 15 per cent were condemned as unfit 


for human consumption. From the reports 
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of the House of Commons we see that Mr. 
John Burns went see about 
them and pronounced the meat to be ex- 
cellent. If this importation continues we 
shall see a fall in the price of this household 
commodity, which has now risen to an ex- 
treme height. Apparently the Chinese 
article is sold below the usual market price. 
Possibly the President of the Board of 
Trade has laid in a good stock. 

We have to record the death of Sir 
Thomas Smith, who was a consulting sur- 
geon to St. Bartholomew’s and also to the 
Children’s Hospital, Great Ormond Street. 
He was a kind and genial teacher, and 
many of his old students are indebted to 
him for more than the learning they re- 
ceived at his clinics. 


down to 
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A COUNTRY DOCTOR. 


The British Medical Journal of July 24, 
1909, quotes Sir Frederick Treves, who in 
an address delivered as Lord Rector of the 
University of Aberdeen in 1906 said he 
was disposed to believe there have been 
more heroic men among practitioners of 
medicine than among those of any other 
calling. The heroism, he went on to say, 
may not be of a dramatic type, nor of a 
thrilling character. It is a heroism based 
upon self-sacrifice, which, accomplished 
under obscure conditions, has more than 
once signified that a man has laid down his 
life not only for a friend but for the stranger 
beyond his gates. It is in the humbler walks 
of the profession that men who have thus 
borne themselves gallantly are to be found. 
“T should not,” said Sir Frederick Treves, 
“seek for such men at a great medical fes- 
tival held in some lordly hall where ornate 
toasts are proposed amid every evidence of 
ease and luxury. I would rather think that 
on the very night of such a festival, in 
some far-off part of the country, on a 


bleak moor, perhaps, a solitary man in a 


gig is pushing through the dark against 
wind and rain, to help another who is poor- 


er than himself. Indeed, the true spirit of 
the profession of medicine is not to be illus- 
trated by the brilliant surgeon who holds 
the operating theater spellbound, nor by the 
learned teacher who can grasp the attention 
of a crowded audience, but rather by the 
lonely figure of the man in the gig.” 

Readers of the “Surgeon’s Daughter” 
will remember Scott’s sympathetic picture 
of Gideon Gray, drawn, as Lockhart tells 
us, from life. To him Scott applies John- 
son’s beautiful lines on Levett: 


When fainting Nature call’d for aid, 

And hovering Death prepared the blow 
His vigorous remedy display’d 

The power of Art without the show; 
In Misery’s darkest caverns known, 

His youthful care was ever nigh, 
Where hopeless Anguish pour’d his groan, 

And lonely Want retired to die; 
No summons mock’d by cold delay, 

No petty gains disclaim’d by pride, 
The modest wants of every day 

The toil of every day supplied. 








